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CARDIOVASCULAR DISEASE IN DIABETES 
MELLITUS* 


AN ANALYSIS OF FOUR HUNDRED AND 
TWENTY-FIVE CASES 


By James W. Suerritt, M. D. 
La Jolla 


Discussion by Howard F. West, M.D., Los Angeles; 
H. Clare Shepardson, M. D., San Francisco; R. A. Kocher, 
M. D., Carmel. 


I 


N view of the importance of arteriosclerosis 

and its complications in diabetes, a series of 
425 cases of diabetes is analyzed with particular 
reference to cardiac disease. Arteriosclerosis is 
responsible for 47 per cent of the deaths in dia- 
betes today. Arterial degenerative changes can be 
demonstrated in practically all cases of diabetes 
of ten or more years’ duration. By means of the 
x-ray, vascular changes can be demonstrated in 
approximately 90 per cent of the cases of five 
years’ duration or more. In view of better diabetic 
treatment today, patients are living to more ad- 
vanced ages, and deaths from cardiovascular dis- 
eases are gaining rapidly over those from coma 
and gangrene. In this report special attention is 
given to angina pectoris, coronary thrombosis, 
and hypertensive and arteriosclerotic heart dis- 
ease. In view of their frequency in diabetes we 
should. regard them as diabetic complications 
rather than intercurrent diseases. 


ANGINA PECTORIS AND DIABETES 


A most comprehensive report of the occurrence 
of angina pectoris in diabetes was made by How- 
ard Root in 1931.1. He collected 210 cases, three 
per cent, from among 7000 diabetic patients ad- 
mitted to the Deaconess Hospital between the 
years of 1895 and 1931. We have observed six- 
teen cases, 3.8 per cent, in 425 cases. Only those 
patients with clear cut history of substernal pain, 
or radiating pain produced by exertion and 
relieved by the nitrites are considered. 


* From the Scripps Metabolic Clinic, La Jolla, San Diego, 
California. 


*Read before the General Medicine Section of the 


California Medical Association at the sixty-first annual 
Session, Pasadena, May 2-5, 1932. 
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The duration of diabetes bears considerable 
relation to the onset and occurrence of angina. 
Angina most commonly follows diabetes. Dia- 
betes as an etiologic factor in the production of 
angina is very well shown by the fact that angina 
began on an average of 9.1 years after the onset of 
diabetes, in one instance twenty-five years after. 
There are several reports in the literature of 
deaths from angina pectoris and coronary occlu- 
sion, verified by autopsy, in diabetic patients 
between the ages of 20 to 30. In each instance 
the duration of diabetes approximated ten years. 


From the standpoint of prognosis considerable 
gravity must be attached to the occurrence of the 
two. In our series of fatal cases the duration of 
life was only 2.5 years after the onset. One note- 
worthy feature is the mildness of diabetes at the 
onset of angina. Many observers, however, have 
commented upon the severity of coronary sclero- 
sis noted at autopsy, which probably accounts for 
the relatively short duration of life after its onset. 
Again, the short duration may be accounted for 
by insufficient history-taking on the part of the 
physician. Careful investigation may reveal incipi- 
ent anginal attacks antedating the well defined 
attacks by many months or years. 


With the increasing longevity of the diabetic 
during the ten years of insulin treatment, coro- 
nary disease is fast taking its place at the top 
of the list of diabetic complications. Postmortem 
statistics give a reliable index to the actual under- 
lying pathologic processes in the sclerotic heart, 
and give us a good idea as to the complications 
which are most likely to ensue in the living. 
Nathanson? performed 100 autopsies in diabetic 
individuals and reported an incidence of 41 per 
cent with severe coronary sclerosis. In cases over 
fifty years of age 52 per cent showed sclerosis. 
Such incidence vastly exceeds the general average 
noted in the nondiabetics, as shown by his com- 
parison with 249 consecutive hospital autopsies 
above the age of fifty in which the incidence was 
only 8.2 per cent. Blotner* recorded thirty-five 
instances, or 45 per cent, of marked coronary dis- 
ease in seventy-seven fatal cases of diabetes 
necropsied at Peter Bent Brigham Hospital. Age 
was not a factor in guaranteeing immunity to the 
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disease since two patients in the series were under 
thirty-six years of age. Russell Wilder * reported 
fifty-eight autopsies in diabetes, in seventeen of 
which there was extensive coronary sclerosis and 
advanced myocarditis. Ophiils® found eighteen 
cases of recent infarct and eight healed infarcts 
in thirty-four diabetic patients. Blotner’s series * 
of seventy-seven diabetic autopsies show eight 
cases of coronary thrombosis. Warren and Root ° 
found occlusion of a main branch of the coronary 
artery in three instances in forty diabetic autopsies. 
Levine’ reported a group of 145 cases of coro- 
nary thrombosis, in thirty-four of whom (23.7 
per cent) glycosuria was found, or where diabetes 
previously had been known to exist. As an etio- 
logical factor in the production of thrombosis, 
diabetes was second only to arteriosclerosis. 


CORONARY OCCLUSION AND DIABETES 


In the group of cases of coronary occlusion 
reported here the average age at the time of acci- 
dent was 62.8 years, and diabetes was known to 
exist previously on an average of 9.2 years. In 
the Levine group of 145 cases of coronary throm- 
bosis without diabetes the average age at onset 
was 57.8 years. This data would indicate that 
coronary disease does not develop earlier in the 
diabetic than in the nondiabetic. However, such 
assumption cannot be correct, as shown by the 
early occurrence of coronary disease in diabetes 
at autopsy. The reason for the occurrence of the 
occlusion at a late date in the diabetic can probably 


be accounted for by his low level of physical 
activity, secondarily induced by his dietary restric- 
tions. Coronary occlusion is prone to occur in the 
relatively mild form of diabetes and particularly 
in patients who are known to exhibit only traces 
of sugar occasionally over a considerable period 


of time. Fortunately for the diabetic it has been 
observed that his chance for recovery from acute 
coronary occlusion is as good as that of the non- 
diabetic. The fact that the presence of diabetes 
does not alter the prognosis leads us to believe 
that diabetes itself is not a predisposing factor in 
coronary occlusion, but is merely an accompani- 
ment of coronary disease. It is well known that 
transitory glycosuria frequently occurs in acute 
coronary thrombosis and must not be confused 
with diabetes mellitus. In the series presented 
here we were careful to exclude such glycosurias. 
The association of acidosis in acute coronary 
occlusion is not frequently encountered. Only two 
of our cases showed heavy traces of acetone and 
traces of diacetic acid in the twenty-four hours 
following the occlusion; but acidosis of sufficient 
degree to produce clinical manifestations was not 
observed. These cases were easily controlled with 
small doses of insulin. 


DANGERS OF HYPOGLYCEMIA IN ARTERIAL 
DISEASE 


From our own experience and the accumulat- 
ing evidence in the literature, it is very timely to 
emphasize the dangers of hypoglycemia as a pre- 
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cipitating cause of angina pectoris and coronary 
occlusion. Hetenyi* in 1926 reported two cases 
of angina in which attacks were precipitated by 
moderate insulin dosage and the pain was quickly 
relieved by intravenous glucose injections. Joslin ® 
reported a woman of 70 brought into the hospital 
unconscious, with hypoglycemia of .030 per cent. 
She had previously received insulin three times 
a day. In spite of intravenous glucose, she died 
after a few days and autopsy showed a fresh 
infarction of the heart. Labbe recently called 
attention to the danger of cardiac complications 
and accidents associated with acute or prolonged 
hypoglycemia. Modern’® and Turner '! demon- 
strated clearly that typical angina pectoris could 
be produced by prolonged hypoglycemia and 
relief was quickly effected by the administration 
of glucose. Vlotner* cited three cases of acute 
coronary thrombosis which terminated fatally a 
few hours following the administration of insulin. 
Kach was proved by autopsy. The amount of 
insulin given ranged from a single dose of 80 to 
100 units given in single or divided doses. We 
have unfortunately observed coronary occlusion 
in two patients during hypoglycemia ; one resulted 
fatally. 

With such obvious information at hand, we 
should constantly keep in mind that hyperglycemia 
should be handled very conservatively so that 
rapid lowering of the blood sugar level be avoided. 
This is especially true of elderly individuals with 
long standing diabetes, particularly if there is any 
degree of peripheral arteriosclerosis. Such cases 
commonly respond to trivial insulin dosages and 
at times it is wise to treat them cautiously from 
a cardiovascular standpoint rather than for dia- 
betes. One must not be too hasty in diagnosing 
diabetes in an aged person who exhibits obvious 
signs of coronary disease and arteriosclerosis, 
simply because glycosuria is discovered. This is 
especially true if any real degree of undernu- 
trition exists. Too frequently do we see such 
cases subjected to rigid diet programs which sim- 
ply serve to exaggerate the cardiovascular dis- 
order. 

HYPERTENSIVE AND ARTERIOSCLEROTIC 
HEART DISEASE 


Hypertensive heart disease and arteriosclerotic 
heart disease rank especially high among compli- 
cations ; in our series 7.5 per cent. This is higher 
than recorded by most observers. In Allan’s '* 
series of 804 diabetic patients admitted to The 
Mayo Clinic in 1930, there were seventy-three 
cases or 8.7 per cent, including the angina pec- 
toris. Our data would give a much higher inci- 
dence if we exclude the fifty-six cases of children 
and young adults between the ages of one and 
twenty years. Allan’s series contained only sev- 
enteen cases between these ages. Our unusually 
high percentage may be accounted for by the 
presence of a large number of elderly patients 
contained in our southern California population. 

We have not attempted to distinguish between 
hypertensive heart disease and other chronic non- 
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CARDIOVASCULAR DISEASE IN DIABETES—SHERRILL 


TABLE 1.—Thirty-two cases of arteriosclerotic or hypertensive heart disease were observed in this group of 

425 cases of diabetes,7.5 per cent. Diabetes preceded heart disease in twenty-two instances. Percentage above 

standard weight does not apply to the admission weight, but to the maximum weight during life. Secondary 
complications were numerous and were mostly related to the vascular system. 
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Dura- Per 
tion Cent 
Dura- of Max. Above 
Age tion Heart Wet. Stand- 
on of Dis- Blood During ard Adm. 
Sex Ad’m Diabetes ease Pressure Life Height Age Wet. Wet. Complications 
F 62 11 —8 200/70 175 5-3 34 +27 diate Hemiplegia 
F 61 9 —8 200/105 175 5-2 37 +27 96 Decompensation 
F 60 6 mo. +4 202/128 240 5-2 50 On i we Fibrillation, De- 
comp., Retinitis 
M 67 1 +1 200/62 202 5-9 sei ae (eeckee Heart block 
M 70 10 —9 190/80 200 5-8 55 +19 128 Decomp., Retinitis 
M 58 15 -—3 200/132 211 5-5 47 +30 154 Decomp., Retinitis 
F 54 8 +2 220/114 215 5-10 50 +20 180 ete pe eorahart 
M 77 4 —1 158/94 210 5-11 55 +15 202 Fibrillation, De- 
comp. 
F 68 15 —13 190/85 185 5-1 60 +26 150 Gangrene, Cata- 
racts 
Fr 45 7 -—3 ere a” fee I) ee ces OR ecice l oeaee Retinitis 
F 72 2 +4 242/126 150 5-4 60 +4 132 Retinitis, Decomp., 
Hemiplegia 
F 84 2 mo a 180/80 178 5-1 60 $-24 123 Cataracts, Edema 
M 68 1 mo +1 146/80 178 5-8 60 7 ne Edema 
M 59 8 —7 125/90 192 5-8 50 +10 178 Uleers of foot 
M 69 2 0 202/110 130 5-8 50 —20 110 Hemiplegia 
M 62 5 —3 140/80 187 5-6 50 +19 120 Edema, Retinitis 
72 3 —1 200/100 150 5-0 54 +10 108 Gangrene, Decomp. 
F 65 10 -9 215/95 190 5-4 50 +24 150 Gangrene toe, 
Retinitis 
M 72 2 mo wie 200/100 183 5-10 +7 167 bie \ nhatoketincliaabiawaaiaesidiiad 
M 66 ee 150/70 226 5-10 37 +27 Te ee, 2 
M 64 24 —23 136/60 208 5-8 40 +24 124 Gangrene 
M 60 1 —1 210/120 175 5-8 4 +8 152 Decomp., Retinitis 
F 77 2 en Fae 147 4-11 54 +10 147 Decomp., Fibrilla- 
tion 
M 63 7 —5 118/78 250 6-4 52 +15 193 Decompensation, 
1 year 
F 65 8 205/105 215 5-2 pate ae oe cagumienes of toe 
F 55 1 mo. +7 250/150 185 5-2 54 +25 160 Essential hyper- 
tension 
F 64 3 mo, +3 idebibadoaets 168 5-4 60 +14 130 Fibrillation 
M 53 1 0 188/130 218 6-0 46 +16 139 Uremia, Alb. 
Retinitis 
M 78 8 —6 122/78 204 5-6 78 +25 168 Fibrillation 
F 84 4 mo. +1 140/67 180 5-2 65 +23 158 Fibrillation, 
Edema 
F 63 1 mo 170/115 236 5-3 63 +40 192 Fibrillation 
F 60 —8 142/78 174 5-5 53 +14 108 Decompensation 











+ Indicates onset before diabetes. 


valvular heart diseases. As a criterion in judg- 
ing hypertensive heart diseases we have included 
only those cases with existing hypertension asso- 
ciated with hypertrophy of the left ventricle and 
signs of congestive heart failure. In the arterio- 
sclerotic group are included only those cases with 
demonstrable generalized arteriosclerosis asso- 
ciated with congestive heart failure. 


As a predisposing factor in heart disease in 
diabetes, obesity is outstanding. In Table 1 is 
recorded the variations above normal standard 
weight for our group. The figures are not based 
on the patients’ actual weight at the time of 
admission but are calculated for the stated age at 
the time of the maximum overweight. Hyper- 
tensive heart disease is a latent manifestation in 
diabetes. It is uncommon to find it in the obese 
diabetic, but is rather a sequel to years of com- 
bined diabetes and obesity, and occurs after the 
patient’s nutrition has fallen to a low level. 

Considerable speculative thought can be given 
to the triad—diabetes, obesity and heart disease. 
Obesity does not always lead to heart disease, but 
the contention that most diabetic patients with 





chronic nonvalvular heart diseases give a definite 
history of previous obesity can certainly be 
upheld. Since obesity is a factor in producing 
heart disease in the nondiabetic, its presence 
would be expected to increase the incidence in 
diabetes. The solution of the problem of the rela- 
tion of hypertension to diabetes is not an easy one. 
Hyperglycemia and impaired carbohydrate tol- 
erance occurs commonly in hypertension, The 
view that hypertension produces arteriosclerosis 
is shared generally, in which event sufficient vis- 
ceral sclerosis involving the pancreas might be 
produced and involve the function of the islands 
of Langerhans. The type of blood pressure occur- 
ring in diabetes is worthy of study. It is infre- 
quent to observe the onset of diabetes with frank 
manifestations such as thirst, polyuria, and poly- 
phagia, in an early case of outspoken arterial 
hypertension. It is common to note its onset in 
hypertension of the senile type; that is, blood 
pressures with moderate systolic elevation ap- 
proximating 170 to 190, and diastolic pressures 
from 90 to 100. 

































In ‘Table 2 the systolic blood pressures in 406 
cases are charted according to decade and the 
height of the pressures on admission. We have 
arbitrarily placed all cases with pressures above 
150 in the hypertensive group. Since 30 per cent 
of all our diabetics fall in the hypertensive group 
we must admit its frequency in diabetes. If we 
exclude the fifty-six children in the first and 
second decade, the percentage is much higher, 
viz., 35 per cent. 

In the absence of experimental data and with 
our vague knowledge of the etiology of both 
hypertension and diabetes, it is not unreasonable 
to assume that the pathogenesis of both of these 
conditions is the same. The factors which induce 
one, such as obesity, overeating, infections, pro- 
longed mental strain and worry, are common to 
both. The decade of onset is similar in each, viz., 
the sixth, which is good evidence in itself that 
when the two are associated we are dealing with 
two metabolic diseases which are running con- 
currently, rather than a single disease which is 
secondary to another. This feature is very well 
shown by Kramer,'* whose tabulation of the blood 
pressure findings in 500 diabetics and 225 hyper- 
tension cases reveal such parallel periodicity. 

We have no evidence that diabetes is a specific 
and direct factor in increasing the arterial pres- 
sure. The frequency of hypertension in diabetes 
can be accounted for because of the great ten- 
dency for diabetics to acquire arterial disease. 
Hyperglycemia in itself is without influence upon 
the blood pressure in spite of the changes in blood 
viscosity and blood volume osmotic pressure 
which accompany it. If active diabetes directly 
influences hypertension we would expect some 
parallelism between the severity of active diabetes 
and the height of the blood pressure. 

Diabetes is a direct factor in the production of 
arteriosclerosis, as diabetic autopsies will attest. 
The great frequency of arteriosclerosis in diabetes 
is well shown in Joslin’s** report of autopsies 
upon fifty-two diabetics. In seven cases which 
developed diabetes between the ages of twenty and 
thirty it is astonishing to note that 59 per cent 
showed arteriosclerotic changes, and 29 per cent 
of the individuals in this group died from causes 
related to arteriosclerosis, gangrene, apoplexy, 
etc. More astonishing still is the fact that 100 per 
cent of patients who developed diabetes between 
the ages of thirty and forty years showed arterio- 
sclerosis at autopsy, and 50 per cent of these died 
arteriosclerotic deaths. Another evidence of the 
direct production of arteriosclerosis in diabetes is 
afforded by the common clinical evidences of 
sclerosis in diabetes of long standing. Allen * 


has indicated that it is demonstrable clinically in 
all cases of diabetes past middle life if diabetes 
has existed for ten years or more. Its early onset 
and its frequency are ample reasons for the high 
incidence of arteriosclerotic heart disease in dia- 
betes. Table 1 gives a list of some of the compli- 
cations occurring in our series of heart disease, 
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and the high incidence of vascular accidents and 
complications may be readily noted. 

The relation between the onset of diabetes and 
arteriosclerotic or hypertensive heart disease is of 
considerable interest. Of our thirty-two cases 
only eight, or 25 per cent, knew that hypertension 
existed before diabetes developed. In two in- 
stances the diagnosis of hypertension existed 
before diabetes developed. In two instances the 
diagnosis of hypertension and diabetes was made 
simultaneously. In the remaining instances heart 
disease appeared from one to twenty-three years 
after the diagnosis of diabetes. (Table 1.) 


RILEUMATIC HEART DISEASE IN DIABETES 


Rheumatic heart disease forms a very small 
per cent of organic heart diseases in diabetes. In a 
series of 350 diabetics Barach ** elicited a history 
of rheumatic fever in thirty-seven instances, and 
only one case of valvular disease was noted. The 
cardiologists tell us that the expected incidence in 
nondiabetics would be at least six or. eight times 
that number. Barach believes that in the light of 
our present knowledge only one explanation can 
be offered for this extraordinary finding, and that 
is, individuals with certain hereditary constitu- 
tional states have tendencies to certain diseases 
and immunities to others. 


IMPROVEMENT IN DIABETIC COMPLICATIONS 
FOLLOWING IMPROVEMENT IN NUTRITION 


One of the most striking instances of improve- 
ment in the cardiac complication of diabetes is 
brought about by proper diet regulations in cases 
of hypertensive and arteriosclerotic heart disease. 
This is especially true in the long standing cases 
with early manifestations of congestive heart 
failure. There is little question but that spontane- 
ous downward progress in many cases is brought 
about by too zealous treatment, especially too 
rigid restriction of carbohydrate and protein. 
Symptomatic difficulties such as palpitation, fa- 
tigue, and weakness, and physical signs such as 
dyspnea, tachycardia, and edema are relieved in 
a large proportion of cases following improve- 
ment in proper dietary regulation with improve- 
ment in nutrition. Frequently functional visual 
disturbances are likewise relieved. Congestive 
heart failure is in a large measure dependent upon 
the patient’s general constitutional state. Strictly 
speaking, the improvement mentioned is due to 
better nutrition, but it is of value to note that 
when improvement does occur there is also 
improvement in the diabetic state, with regression 
of its activity. Similarly, gangrene shows regres- 
sive changes when there is improvement in nutri- 
tion following the application of better balanced 
diets. Gangrene is seen much less frequently 
today than in former years, due particularly to 
the gain in weight, the improvement in the 
peripheral circulation and improvement in the 
general constitutional state due to the more liberal 
diet afforded by insulin. Starr’? by means of 
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histamine tests has demonstrated improvement in 
the peripheral circulation of the feet of diabetics 
following certain complications. 

The physiologic effects of hypoglycemia upon 
the heart induced by insulin are variable. These 
may be acceleration due to central sympathico- 
adrenal impulses, or slowing due to central vagus 
stimulation. It is assumed by Dworkin '* that 
while both divisions of the autonomic nervous 
system may be stimulated during hypoglycemia, 
it is the vagus influence which predominates. His 
observations are in agreement with the findings of 
Carlson '® and Cannon.”° Certainly tachycardia is 
a common occurrence in hypoglycemia. So pro- 
foundly may the vasomotor system be affected in 
hyperinsulinism that John ** has called attention to 
its close similarity to hyperthyroidism. 


0 


CARBOHYDRATE AND HEART DISEASE 


In planning a diet for the diabetic with heart 
disease, its carbohydrate content should be given 
immediate consideration. The great need of the 
heart muscle for glucose has been emphasized by 
our cardiologists and physiologists for many years. 
In 1911 Goulston ** observed great improvement 
in patients with advanced cardiac failure follow- 
ing the addition of sucrose to the diet. He con- 
trasted the success of this form of therapy after 
the usual forms of diet and drugs had failed. 
IF, M. Smith ** demonstrated very beautifully the 
clinical improvement in cardiac disease, especially 
congestive heart failure when liberal caloried diets 
were substituted for the former Karrell diet. 
Edmunds and Cooper ** studied the effect of dex- 
trose solutions in heart and circulation failure 
produced by diphtheria antitoxin. The introduc- 
tion of intravenous glucose produced remarkable 
improvement in the failing heart, even after the 
usual cardiac stimulants had failed. The im- 
portance of providing the diabetic heart with a 
continual supply of available energy is shown by 
the work of Cruickshank.*®* The normal isolated 
heart responded to insulin by storing glycogen 
provided the blood sugar did not fall to an ex- 
tremely low level, while the diabetic heart did not 
react in such a manner unless the blood sugar was 
maintained well above the normal level. Other 
evidence for maintaining adequate nutrition to 
the heart is given by Hepburn’s ** experiments 
which showed that insulin increased the average 
sugar consumption of the heart from the average 
normal rate of .87 milligram per gram per hour 
to 3.06 milligrams per hour. Middleton and 
Oatway ** have given us clinical and experimental 
evidence of the real hazard of insulin shock upon 
the myocardium as shown by the electrocardio- 
gram. Eleven diabetic patients were studied with 
the result that there were frequent changes found 
in certain of the component waves, and to a less 
degree serious errors in the conduction time. 


(To be continued) 
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BISMUTH IN NEUROSYPHILIS* 


By H. G. Menurtens, M.D., 
AND 
P. S. Pouppirt, M. D., 
San Francisco 


Discussion by Melvin R. Somers, M.D., San Francisco ; 
H. Douglas Eaton, M.D., Los Angeles; Samuel D. Ing- 
ham, M. D., Los Angeles. 


ie spite of the popularity of bismuth in the 

treatment of general syphilis, there have been 
those who made some reservations concerning 
its usefulness in neurosyphilis. There were those 
who felt that it was in this province that bismuth 
showed to least advantage. After a considerable 
experience with the ordinarily used preparations 
over a period of about five years, we were inclined 
to be rather moderate in our enthusiasm for 
bismuth medication. There were good results, 
it is true, that seemed definitely to be attributed 
to bismuth, but they were hardly such as seemed 
to us to jutsify any great reliance upon bismuth 
therapy alone. 

It was at this time that we began to search 
about for means to intensify the action of bis- 
muth, such as combining it with hyperpyrexia 
and meningeal irritation. Both of these methods 
increased the clinical effects, but it seemed doubt- 
ful as to just what part bismuth played in the 
good result. 


We were inclined to hold tightly to our belief 
that ultimately some form of bismuth therapy 
would become suitable for neurosyphilitic disease 
for the following reasons: 

First, because of its effectiveness in general 
syphilis. We recognized that it did not penetrate 
into the central nervous system, and it seemed 
to us unreasonable that very good clinical results 
could be obtained unless the medication reached 
the central nervous system. While we were 
unprepared to state that clinical improvement and 
ability to penetrate into the central nervous sys- 
tem run parallel courses, it seemed almost neces- 
sary that a drug penetrate the central nervous 
system before we could anticipate therapeutic 
results. 

Second, in the treatment of neurosyphilis each 
case, by the very nature of its pathology, necessi- 
tates long-drawn-out therapy. It is imperative 
that the drugs used be such that their prolonged 
use shall not damage the kidneys or other vital 
organs. In a carefully observed series of cases 
treated intensively with bismuth for over a period 
of many months and years, no evidence of 
nephritis was elicited. This, of course, is quite 
contrary to the usual experience with mercury 
and arsenic. 

ANIONIC BISMUTH OF HANZLIK 


A search for such a penetrating drug was thus 
undertaken by Doctor Hanzlik with the results 


*From the division of neuropsychiatry, Stanford Uni- 
versity Medical School, 


* Read before the General Medicine Section of the Cali- 
fornia Medical Association at the sixty-first annual ses- 
sion, Pasadena, May 2-5, 1932 
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outlined by him. Having secured in the form of 
anionic bismuth such a drug we proceeded to 
put it to the test of clinical usefulness. 


COMMENT ON PATIENTS TREATED 


We reported! a series of one hundred cases 
treated for scientific purposes with anionic bis- 
muth alone, that is, with iodobismitol. These 
patients were given iodobismitol, two cubic centi- 
meters injected intramuscularly twice a week for 
one year. We did not propose to demonstrate 
that in the treatment of neurosyphilis no other 
drug should be used except anionic bismuth, 
because we felt that in the attack upon such a 
formidable condition every well recognized 
therapy, including hyperpyrexia, should be 
utilized. But we thought it would be very inter- 
esting to see what this one drug would do alone. 
‘The results, however, seemed better than any 
we had gotten from any cationic bismuth prepara- 
tion. At the end of one year of treatment of 
iodobismitol the meningovascular group of thirty- 
two patients showed 21.8 per cent complete sero- 
logic recoveries and 78.1 per cent clinical im- 
provement. The tabetic group of forty-six cases 
showed a serologic improvement of 39 per cent, 
but no fluids became entirely clear ; 56.5 per cent 
stated that they were substantially improved, but 
in the group we had less objective improvement. 

The group of twenty-two cases diagnosed 
paretic type may have contained some cases 
later classified as meningovascular. This probably 
explains why 50 per cent showed a serologic 
improvement and 58 per cent improved clinically. 
Twenty-seven per cent of this group went back 
to work. These results were definitely better than 
we had previously gotten with the usual bismuth 
preparation containing their Bi in cationic form. 

Since the last report another year has elapsed. 
The improvements recorded above have in most 
cases been sustained, in many cases extended, 
although we did not feel justified in maintaining 
the whole group on one mode of therapy alone. 
There were no great changes in the percentages 
of improvements in the groups recorded in pre- 
vious years. We feel that our first year’s estimate 
of the value of the anionic bismuth therapy was 
substantially the same as our final one which was 
made after another year’s observation. 


INJECTION INTERVALS 


In the last few years we have somewhat modi- 
fied our ideas concerning the interval of injec- 
tion. We started out injecting our bismuth in 
courses, two injections of iodobismitol twice a 
week for five weeks, followed by a vacation of 
two weeks, then repeating the course. Later we 
concluded that better results were obtained when 
no vacations were interpolated. Whenever, as 
occasionally occurred, a bismuth line formed on 
the gums or a feeling of lassitude or loss of weight 
took place, the injection period was lengthened 
to one week, or even ten days. Later, when 
returning energy, gain in weight, and disappear- 
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ance of the bismuth line on the gums had taken 
place, we returned to the old schedule. There 
were occasions, especially in virulent meningeal 
involvement, when it seemed indicated to give 
daily injections of iodobismitol for fifteen to 
twenty days. However, cases requiring daily 
injections were infrequently met with. 


BISMUTH IN ELECTRONEGATIVE FORM 


While Doctor Hanzlik? has definitely estab- 
lished that sodium iodobismuthite is anionic in 
character, there is reason to believe that some 
other bismuth drugs, such as sodium bismuth 
tartrate, sodium bismuth citrate, and sodium bis- 
muth thioglycollate, under certain conditions can 
also yield bismuth in electronegative form. 


Our last year’s cilinical experience has led us 
to consider that there is a relationship between 
electronegative form, permeability into the central 
nervous system, and therapeutic efficiency of a 
bismuth preparation used in neurosyphilis. The 
possibility naturally suggests itself that the clin- 
ical usefulness of any bismuth preparation is 
dependent upon its ability to assume an electro- 
negative form. 


The explanation of the varying therapeutic 
usefulness of bismuth in neurosyphilis may 
depend upon the fact that all bismuth compounds 
under certain conditions furnish anionic bismuth 
to a greater or less degree. The greater the abil- 
ity of the preparation to yield available electro- 
negative bismuth, the greater may be its thera- 
peutic success. 

CONCLUSIONS 


1. Bismuth has an important place in the 
treatment of neurosyphilis. 


2. Bismuth in anionic form penetrates into the 


central nervous system. 


3. Our clinical experience with iodobismitol 
containing Bi as an anion indicates that its thera- 
peutic effectiveness parallels its ability to pene- 
trate into the meninges. 

4. The possibility suggests itself that the clin- 
ical usefulness of any bismuth preparation in the 
treatment of neurosyphilis is dependent upon its 


ability to assume electronegative form. 
Stanford University Medical School. 
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DISCUSSION 


Metvin R. Somers, M.D. (Stanford Hospital, San 
Francisco).—The complex physiochemical organiza- 
tion of protoplasm, especially in view of its colloidal 
nature, makes the role of electrolytes and ions neces- 
sarily a prominent one. From the therapeutic stand- 
point the problem of inorganic ion penetration and 
distribution is further complicated by the interposi- 
tion of many semipermeable membranes between the 
site at which a therapeutic agent can be deposited and 
the site at which it is desired for it to attain, that a 
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therapeutic action may result. Therefore the use of 
a therapeutic agent selected with a thought as to the 
ionic state of the active element is entirely rational 
and a truly modern approach to the problem of 
chemotherapy. 

In a previous report one of the authors of this paper 
has submitted evidence that bismuth administered in 
the form of iodobismitol is found in a higher concen- 
tration in the spinal fluid than when certain other 
bismuth compounds are employed. Since it passes 
through the semipermeable membranous system of 
the choroid plexus so readily one would expect that 
it would do likewise through other semipermeable 
membranes. Since it passes through it follows that 
it is not stopped and probably not concentrated by 
the membrane and, in the case of the kidneys, would 
not rise to sufficient concentration in the cells of the 
tubules to produce a nephritis. It is gratifying to 
note that no evidence of nephritis was found. 

The reported serological and clinical improvement 
following the use of anionic bismuth make further 
investigation into this angle of the chemotherapy of 
syphilis sound promising. I wish especially to call 
attention to the authors’ opinion that the patients 
do better when there are no interruptions of treat- 
ment, This also is a modern innovation, and if it were 
generally followed I believe there would be fewer late 
syphilitic complications and so-called Wassermann- 


fast cases. 
% 


H. Douctas Eaton, M. D. (1136 West Sixth Street, 
Los Angeles).—The experimental and clinical results 
reported in the paper of Doctors Mehrtens and Poup- 
pirt definitely demonstrate the value of bismuth in 
the treatment of neurosyphilis and suggest strongly 
that its therapeutic efficiency depends in a great 
degree on the form in which it is administered. This 
probability, together with the low toxicity of iodobis- 
mitol, led me to use it exclusively where bismuth 
was indicated. While my experience has been a lim- 
ited one and the drug has always been used in con- 
junction with other treatment, it has proved very 
satisfactory. The patients find it very much less pain- 
ful than the aqueous preparations. Clinical improve- 
ment has been more marked. As the writers suggest, 
continuous treatment has yielded better results than 
intermittent—a statement holding true, I believe, for 
all antisyphilitic treatment. 

Doctors Mehrtens, Hanzlik and Pouppirt and their 
associates are to be congratulated on the scientific 
development of a valuable drug in the treatment of 


neurosyphilis. 
% 


SamMueL D. IncHam, M.D. (727 West Seventh 
Street, Los Angeles).—Since the advent of salvarsan 
nearly thirty years ago the history of the treatment 
of syphilis has been punctuated by a succession of 
discoveries and improvements so that in the last few 
years, for the first time in history, conservative medi- 
cal men are beginning to feel that it is possible at 
least to modify the course if not to cure the most 
intractable forms of syphilis, especially neurosyphilis 
and most particularly general paresis. Enthusiastic 
hopes of complete cure by one treatment with salvar- 
san were not realized, and each improvement has 
accomplished less than has been expected of it by its 
proponents, but the average results in patients treated 
persistently with modern methods are certainly better 
than they ever have been at any time in the past. 

The use of bismuth has apparently come to stay, 
and with its widespread use successive improvements 
have been worked out in regard to the methods of 
its administration. It is to be hoped, and seems to 
be proven, that the method of treatment with iodobis- 
mitol as described by Doctors Mehrtens and Pouppirt 
is a distinct advance. The anionic form of bismuth 
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appears to have distinct advantages not only theo- 
retically but in the results obtained in the series of 
cases so far reported. 

% 


Doctor Meurtens (Closing).—I wish to thank the 
gentlemen who so kindly discussed our paper, and 
would only add that, while we now have over two 
years’ experience with the new drug, iodobismitol, we 
are far from understanding all of its ultimate clinical 
possibilities. We now hope that the administration 
of the drug at the time of the appearance of the 
chancre, with or without the addition of arsenicals, 
will prevent the development of neurosyphilis. This 
possibility alone justifies the employment of anionic 
bismuth, especially in early cases. 


RELATION OF PSYCHIATRY TO THE GENERAL 
PRACTITIONER* 


By Cuarees Lewis ALLEN, M.D. 
Los Angeles 


Discussion by H. G. Mehrtens, M.D., San Francisco; 
Edward W. Twitchell, M. D., San Francisco; Sydney 
Kinnear Smith, M. D., Oakland. 


WHILE psychiatry is still largely empirical, 

it is steadily becoming more scientific and is 
successfully habilitating itself as a branch of in- 
ternal medicine. The cloistered seclusion of the 
asylum has given place to the scientific activity 
of the clinic and the state hospital; and the psy- 
chiatrist is no longer only a custodian of the 
“insane” but is in active touch with medicine as 
a whole and is extending his attention to the many 
psychiatric problems of the outside world—“extra- 
mural psychiatry.” 

Upon the successful solution of these problems 
rests our chief hope for the future. So compli- 
cated are they, however, and so deep do their roots 
extend into the life of the people that without the 
aid of those in closest touch with this life our 
accomplishments in this direction must be limited. 

Few persons have a closer acquaintance with 
the intimate affairs of the people than the general 
practitioner of medicine. Upon him must always 
rest the primary responsibility in the exercise of 
the healing art. He it is who sees disease in its 
incipiency and who, if he is able to appreciate the 
true nature of the case, has the opportunity of 
applying appropriate treatment at a time when it 
can do most good. Especially is this the case in 
mental disorders, in which if the morbidity of 
certain symptoms is recognized before a definite 
disease picture is present the possibilities of pre- 
vention and cure are multiplied many fold. 

Greatly to be regretted is the passing of the 
“family doctor,” who from long and intimate 
acquaintance learned much about the physical and 
mental make-up and reactions of his patients and 
could apply this knowledge though he was a 
stranger to the psychological theories and their 
language of today. 


PRESENT TREND OF THOUGHT IN PSYCHIATRY 


Psychiatric thought, while not neglecting other 
factors, is now definitely turned toward the impor- 
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tance of the careful study of the mental and physi- 
cal constitution of the individual and his reactions 
to influences both external and internal; it is en- 
deavoring to get away from hard-and-fast systems 
of classification and to consider mental pictures 
as symptoms whose meaning is to be worked out 
and which are to be traced back to causes upon 
the modifiability of which depends the outlook as 
to both prevention and cure. In fact the distinc- 
tion between physical and mental is artificial and 
unjustifiable scientifically, since they represent but 
different aspects of the same process. 


In any event, as physicians we must consider 
the human organism as a whole and attempt to 
rectify any lack of proper codrdination between 
its parts which we may discover, applying to this 
end all the resources of our art. 

The idea that so-called “mental diseases” can 
properly be diagnosed and treated by persons other 
than educated and qualified physicians is entirely 
unacceptable and should be vigorously opposed 
by the medical profession. However, we should 
no more despise the aid of the psychologist and 
the social worker than we do that of the nurse and 
the technologist ; on the contrary, we should wel- 
come it, since within its proper limits and when 
rendered by those properly qualified it is indis- 
pensable if we are to carry out the ambitious pro- 
gram laid down for us. How far this program 
can be realized is not yet established. At least it 
presents courage and optimism in pleasing contrast 
to the pessimism which long dominated mental 
medicine. 

The older of us can well remember the history 
of tuberculosis, about which from a period of 
hopelessness and pessimism we have passed into 
the light of a new era of courage and optimism. 
May we not hope for a similar denouement in the 
field of mental disorders ? 


SUGGESTIONS FOR MEDICAL CURRICULUM 

How can we better arouse the necessary interest 
and understanding among our successors than by 
seeing that they receive more adequate and intell1- 
gent instruction in psychiatry than was given to 
our generation £ 

Although the medical course is already top- 
heavy and we must hesitate to add to its burden, 
it is my firm conviction that in it a knowledge of 
the principles of “medical psychology” should be 
imparted, and that clinical work in mental dis- 
orders should be required. The former could 
without much strain be introduced in connection 
with the physiology of the nervous system; the 
latter should stress the neuroses and minor psy- 
choses, though the major psychoses should not be 
neglected, the idea being to teach the student how 
to differentiate between patients needing hospi- 
talization and those who can be handled at home 
or in a clinic. If this part of the work is made 
attractive and its practical value is demonstrated, 
it will be followed up in the hospital years, and 
a supply of physicians willing to qualify as aids in 
extramural work will become available. 

A certain amount of work in mental hygiene 
need not interfere seriously with general practice 
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and would increase the knowledge, broaden the 
views and heighten the prestige of those partici- 
pating in it. At the start it would have to be 
chiefly a labor of love, but in time it would afford 
some pecuniary compensation. 


MENTAL HYGIENE 


The scope of this paper precludes any detailed 
discussion of mental hygiene, under the rubric of 
which extramural psychiatry finds its chief appli- 
cation. Its keynote is prevention. It is still survey- 
ing the field, but has already showed the value of 
the practical work which it has initiated, though 
its full possibilities are not yet determined. 

It has, however, succeeded in attracting wide- 
spread popular interest in subjects formerly re- 
garded with indifference, or even abhorrence; it 
has immensely improved the lot not only of the 
insane but also of the vast army of the inadequate 
and unfortunate, who, while they do not come 
under the above legal classification, are none the 
less in need of psychiatric study followed by in- 
telligent and understanding treatment. 

Such influence has the “mental hygiene move- 
ment” acquired that not only has the work of 
its national committee extended over our land 
and its influence about the world, but our states 
are establishing departments of mental hygiene 
through which the mental health of the community 
is to be looked after as the physical health has 
been for over a generation. 

Truly, Clifford Beers may be considered as a 
benefactor of mankind. However, this new pro- 
gram has not failed to encounter opposition; and 
since it is a good business principle to stimulate 
a want for something before you attempt to sell 
it to the individual or the community, the public 
should be educated to the advantage of clinics 
and other mental hygiene work, through tactful 
addresses, demonstrations, and exhibits, before it 
is attempted to introduce them. A lack of tact in 
its introduction has handicapped the movement 
in some places, and the support of the right people 
should be assured before going ahead even with 
so useful a thing. “Do not oversell mental hy- 
giene” is a warning which should be taken to 
heart, especially if the state or the community is 
to foot the bill. 

Just as the general practitioner has had to act 
as an unpaid assistant in public health activities, 
he will also have to contribute something to the 
introduction of mental hygiene, which, though at 
present it is being carried on independently or 
under state hospital organization, will sooner or 
later have to establish a working connection with 
national, state, and local health departments. 


PRACTICING PHYSICIANS AND PSYCHIATRY 


The psychiatric needs of the undergraduate and 
hospital intern are in a fair way to be met; what 
can practicing physicians do to fit themselves for 
the psychiatric responsibility which they cannot 
much longer avoid? 


The “doctor” has always been supposed to be 
a member of the “intelligentsia” and to their credit 
the majority of our brethren, from interest and 
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choice, have endeavored to qualify. How, then, 
can any physician be indifferent to the phenomena 
of the mind, a subject about which information 
is being eagerly sought by the general public? In- 
quire at the public library for simple books on 
medical subjects proper, and you find few or none. 
With books on psychology and psychopathology— 
real and pseudo—the shelves are crowded, the 
Freudian and allied doctrines preponderating. 

Psychiatry has largely passed from under the 
domination of Kraepelin, so useful and fruitful 
in its day, and is calling for a more “dynamic”’ 
psychology. For the introduction and populariza- 
tion of this we are indebted primarily to Freud. 
It should be easy for the physician who has had 
instruction in the physiology of the nervous sys- 
tem to acquire a modicum of knowledge of this 
subject from some of the many popul: ir books, 
though better from the works on medical psy- 
chology which have appeared in the last decade, 
among which those of Kretschmer and of W. A 
White may be mentioned. His practical experi- 
ence should be obtained at the clinic and the insti- 
tution for the insane, where opportunities for 
such experience are steadily increasing. Each such 
institution should be a center for the instruction 
of the physicians of the district and those associ- 
ated with them in mental hygiene work. 

In the psychiatric department of the Los Ange- 
les General Hospital the medical students are 
given clinical instruction in psychiatry; the in- 
terns serve a six weeks’ term, and in our out- 
patient department general practitioners are work- 
ing. Should there be a demand for them, courses 
in psychiatry for general physicians could be easily 
established. 


FREUDIAN INFLUENCES 


Prevailing psychiatric thought does not restrict 
itself to one pyschological dogma, but reserves 
the right to utilize any material which appears to 
have pragmatic value. Nevertheless, certain con- 
ceptions coming originally from Freud are pretty 
generally accepted as furnishing a working basis 
for the understanding of some of the mechanisms 
underlying the neuroses and—though less surely— 
the psychoses. 

In psychiatry we have to deal with the emotional, 
or affective, side of the psyche much more than 
with the intellectual side. The former exerts a 
preponderant influence upon the mental mecha- 
nisms and especially in their disorders, While this 
conception has been developed by others also, we 
owe our first realization of its importance to the 
work of Freud; hence his ideas and definitions 
have come to occupy a most important position 
and should be familiar to all who occupy them- 
selves with psychiatry. To the methods of diag- 
nosis and treatment which Freud has developed he 
has given the name “psycho-analysis.”” Under this 


name his views have been popularized and books 
on the subject will be found classified under this 
heading in libraries. 


Though the subject may also be approached 
from other directions, the Freudian conceptions 
have enormously 


influenced our ideas as to the 
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neuroses and the psychoses and have furnished a 
working method of practical value in diagnosis 
and treatment. 


INFLUENCE OF EMOTIONS 


The influence of the emotions, or affects, may 
lead to certain elements of the psychic content— 
experiences, conceptions, and ideas—hbeing bound 
together, through the influence of a common 
emotional tone, in what is called a “complex.” 
Such complexes remain as permanent units in the 
psychic dynamics; but should a complex contain 
material which is painful, abhorrent to the indi- 
vidual, or contrary to ethical standards, it is apt 
to be repressed, allowed to appear in consciousness 
in the form of symbols only, converted into physi- 
cal symptoms, or transformed in other ways. In 
these processes Freud finds the groundwork of the 
neuroses, and his psycho-analysis has as its chief 
aim the finding and releasing of hidden complexes. 

The transformation of the psychic content 
under the influence of the affective condition 
(katathymia) plays a most important part in the 


psychoses and determines their symptoms to a 
much greater extent than does the intellectual 
lactor. 


The physician should always remember that 
affect-accentuated complexes play an important 
part throughout all medicine and may ever be mas- 
querading ‘under the guise of symptoms apparently 
physical. 

KRETSCH MER’S VIEWS 

Kretschmer’s views, developed along the line of 
psychobiology, better harmonize with prevailing 
medical training and he speaks in a language more 
familiar than is that of psychoanalysis. Never- 
theless, freely utilizing the psychic mechanisms 


postulated by Freud, he gives due credit to the 
really great and original contributions of this 
author. 


Kretschmer is particularly identified with the 
idea that there is a close correlation between body 
build, temperament, and character, which is prob- 
ably effected through “endocrine-humoral” influ- 
ences in connection with the vegetative nervous 
system. Upon this basis he divides individuals 
according to temperament into “cyclothymic’”’ and 

“schizothymic.’ The manic-depressive psychoses 
are pathological aberrations of the normal cyclic 
type, while dementia precox (or schizophrenia ) is 
a caricature-like perversion of the normal schizic 
traits. 

The manic-depressive psychosis is more apt to 
occur in persons of robust but not athletic figure, 
the “pyknik” type of Kretschmer ; dementia pre- 
cox, in mixed types, among which the asthenic and 
the athletic build is predominant. 


HOW THE GENERAL PHYSICIAN MAY AID 


The general physician should prepare himself 
to recognize and treat the neuroses and psycho- 
neuroses which he will find affecting to a greater 
or less extent a large proportion of his patients 
and should act as friend and counselor to the great 
army of constitutional psychopaths, using his in- 
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fluence to control and reéducate them and to keep 
them out of trouble as far as possible. By early 
recognition and judicious handling he may be able 
to cut short the periods of a certain number of 
the cases of curable psychoses and keep some of 
them out of institutions, and may also keep some 
of the less favorable types at home for long 
periods ; but the majority of both these classes will 
probably have to be committed sooner or later on 
account of dangerous traits or for other social or 
economic reasons, He may be able to care for a 
good many senile dements, whom it is always dis- 
tressing to have to remove from home, but many 
of these become impossible in a family and to their 
neighbors. As a general proposition the state hos- 
pital or a licensed private institution is the safest 
and best place for the actively insane. 


Physicians should always be on the lookout for 
danger signs in mental patients and prompt to take 
steps to have them committed when these occur. 

To all who have had much institution experi- 
ence the desirability of developing some way in 
which more of the chronic patients can be handled 
outside is apparent. This is recognized in the 
parole system developed in different degrees in 
different parts of the United States; but it does 
not seem to have reached the stage of efficiency 
which it has attained in European countries, nota- 
bly in Germany. There a system of placing pa- 
tients considered as safe, in private homes, usually 
in a rural section and under the care of persons 
formerly asylum attendants, is reported as work- 
ing well. The general physician who has had some 
psychiatric experience could exercise the necessary 
medical supervision over these cases though the 
rules governing their care should emanate from 
the state department or the hospital of the district. 


PSYCHOTHERAPEUTIC PROCEDURES 


In neuroses and psychoses, psychotherapy of 
some sort plays a most important role. No more 
may be needed than the psychic influence exerted, 
consciously or unconsciously, by all skilled phy- 
sicians. Many cases, however, will tax all their 
resources. 

Psychotherapeutic procedures have never been 
lacking, but today psycho- analysis enjoys the 
widest reputation, both as a therapeutic and as an 
educational method! While its usefulness cannot 
be denied, even its most ardent advocates do not 
recommend it as a procedure of universal appli- 
cation. The acquirement of its technique requires 
a long apprenticeship and special qualities upon 
the part of those who would practice it, the first 
requirement being that they should be themselves 
psycho-analyzed and made aware of their own 
complexes. 

In its application it is time-consuming and ex- 
pensive, requiring from six months to a year or 
more to secure results. It is, hence, unsuited to 
the pockets of the majority of patients. In quite 
a number of persons its procedures are inapplica- 
ble, and it is capable of doing much harm if 
ineptly applied, especially on account of the strong 
sexual emphasis which it contains. 
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Kretschmer remarks, “Psycho-analysis is like 
surgery, dangerous and irresponsible if practiced 
only occasionally and without adequate training.” 
It is not a method to be used by the general practi- 
tioner. Even skilled neuropsychiatrists prefer to 
turn their analytic work over to a proved expert. 


However, any intelligent physician can add an 
atmosphere of favorable suggestion to his treat- 
ment and can supervise courses of exercise, re- 
education, and occupational therapy. 

The term “insanity” is legal, not medical, 
unsatisfactory scientifically, has unpopular con- 
notations, and we would fain be rid of it; but 
it is so firmly entrenched behind the law that 
we have so far been unable to oust it from our 
vocabulary. 

LEGAL FACTORS 


All physicians should know something about the 
laws regulating the determination of insanity and 
mental incompetence and the commitment of the 
insane to institutions. These laws differ in differ- 
ent states. Information concerning this matter is 
to be found in the publications of the Committee 
for Mental Hygiene and in the public documents 
of the United States and of the different states. 

The laws of California are behind the times in 
this matter and scientifically unsatisfactory. For 
years some of us have been working to secure 
such modifications of them as will simplify get- 
ting patients into institutions, will soften the as- 
perities of our present procedures, and will build 
up a modern department for the study and care 
of mental disease; but we were unable to accom- 
plish anything until at the last session of the 
legislature, when, through the efforts of our effi- 
cient President Harris and others, a small wedge 
was introduced into the present structure. 

If all our colleagues in California will lend 
their aid in this work, the necessary reforms can 
eventually be effected, to the benefit of a large 
class of unfortunates and to the enhancement of 
the scientific reputation of our fair state. 

214 South Lafayette Park Place. 


DISCUSSION 


H. G. Meurrtens, M. D. (Stanford Hospital, San 
Francisco).—Doctor Allen has given us a splendid 
summary of the relation of psychiatry to the general 
practitioner. His stressing of the biologic and physio- 
logic approach is particularly timely, as many phy- 
sicians trained along the lines of the physical sciences 
have great difficulty in accepting what they consider 
to be the metaphysic trends in psychiatry. 

Our clinical attitude should be broad enough to in- 
clude the helpful in every new contribution, no matter 
in what province it may originate. The new psycho- 
biologic leads of Kretschmer, Ewald, Stark, and Hoff- 
man, along with investigators of the relationship of 
constitution to personality, all tend to bring psychiatry 
closer to internal medicine. 

Again, Doctor Allen’s emphasis of the place of the 
general practitioner in psychiatry and mental hygiene 
appealed to me strongly. Until such time as every 
medical student receives the same opportunity to study 
the psychiatric aspect of his patients at first hand, as 
he does the organic pathology, just so long will in- 
cipient mental upsets of the patients pass unrecog- 
nized. Fortunately medical schools, teaching hospitals, 
and even general hospitals, are becoming increasingly 
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alive to the importance of the situation. We are in- 
debted to Doctor Allen for so clearly presenting this 
many-sided subject. a 

Epwarp W. Twirtcuet, M. D. (909 Hyde Street, San 
Francisco).—The “family doctor,” whose disappear- 
ance it is customary to deplore, unwittingly practiced 
psychiatry all of his life. The more psychiatrically he 
looked at things the better family doctor he was. The 
space he left had to be filled in some way. 

Since psychology in later years became a household 
word, and particularly under the widespread influence 
of Freud and Freudians, many laymen have taken up 
psychotherapy. In general, I think this has been a 
mistake and the mistake is one which has been aided 
by the neglectful attitude of physicians. The repug- 
nance of many internists to anything having to do 
with the mental side of medicine had as a consequence 
the treatment of these mental things by laymen, just 
as the neglect of physiotherapy has been such a boon 
to the chiropractors. 

Psychiatry in the medical school is gaining head- 
way, but it is very difficult to find room or time in our 
crowded curricula. If the student can be sent out with 
the proper attitude toward psychiatry, much will be 
gained. Refinements and details must be learned after 
graduation, but the student should enter on his career 
properly prepared for subsequent improvement. 

Freudian influences which once dominated every- 
thing are now apparently on the wane, and while the 
really eminent achievements of Freud must not be 
denied, one need not condone the nonsense so freely 
admixed, Strictly Freudian psycho-analysis by an or- 
dained and certified analyst is a formidable thing 
which I do not believe the psychiatry of the future is 
going to find at all necessary. 

Mental hygiene is an experiment noble in purpose, 
but I feel it is promising much more than it can 
perform. 

The California law governing the insane needs radi- 
cal reform. The progressive eastern states long ago 
abolished the barbarous treatment still given the home- 
less and friendless insane in many of our smaller coun- 
ties in California. This disgraceful situation which has 
lasted so many years should be ended by the forth- 
coming legislature. . 


SypNeEyY KINNEAR Smitu, M. D. (230 Grand Avenue, 
Oakland).—Doctor Allen’s survey of psychiatry as 
related to the general practitioner of medicine is very 
much to the point and is the sort of discussion that is 
sorely needed at the present time. Psychiatry has 
become more popular with the nonmedical mental 
hygienist than with the medical profession. Psychi- 
atry, unfortunately, is almost a phobia to the general 
practitioner. If the general practitioner is to really 
be a “general” practitioner, he must grasp as much in 
one specialty as in another, and to the present time 
such an attitude has not been apparent. There are 
several ways in which this difficulty may be rectified: 


1. An attempt on the part of psychiatric specialists 
to work more completely in association with the prac- 
titioner of general medicine and to make themselves 
more a part of the general practice of medicine rather 
than the high priests of a special cult. 


2. The dissemination of the usable facts of mental 
hygiene to the public and to the medical profession, 
as through the medium of the psychopathic hospital, 
the psychopathic department of the general hospital, 
participation of the psychiatric profession in medical 
society meetings, ward rounds, and lectures to the 
laity. 

3. Adequate teaching in our medical schools which 
should include: 

(a) Full time psychiatric instruction. 

(b) A closer tie-up between psychiatry and the 
other branches of clinical medicine. 

(c) Areasonable chance for medical students to con- 
tact psychotic and psychoneurotic patients in clinics, 
psychopathic hospitals, and in state hospitals. 
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(d) Internships which include a psychiatric service. 

(e) An improved attitude on the part of many of 
our clinical instructors in other branches of medicine 
toward psychiatric problems. Their present lack of 
interest, and even of animosity, probably arises in their 
own ignorance of the subject with a resultant feeling 
of inferiority that is compensated for by a disdain for 
anything that savors of the psychiatric. 

Probably the effort to incorporate the principles of 
psychiatry into the equipment of the general practi- 
tioner has been worked out most successfully at the 
Harvard Medical School and at the University of 
Colorado. It will well behoove us, in our interest in 
turning out well-balanced physicians in our own Cali- 
fornia medical schools, to study the systems of in- 
struction devised by these other more enlightened 
schools. 

There is not a full-time professor of psychiatry in 
any medical school in California, nor is there a well- 
worked-out, systematic plan of teaching. In contrast 
to this statement, we may point out that there are 
twice as many patients in hospitals for mental disease 
in the United States as there are in beds for all other 
disorders combined. 


How are we going to meet this problem if we do 
not train our medical students to at least recognize the 
signs of mental disorder? And may we go a step fur- 
ther in asking how we are going to accomplish this 
if we do not train the next generation of medical 
school instructors? 


It is probably too much to ask that the present 
generation of instructors have an intelligent, or even 
a sympathetic attitude toward psychiatry. 


SOME MEDICAL PROFESSION STATISTICS * 


FACTS REVEALED BY THE 1930 UNITED STATES 
CENSUS 


By Epwin Bates 
San Francisco 


"THE acific Coast has more physicians, sur- 

geons, and dentists, in proportion to its popu- 
lation, than any other geographic area of the 
country, according to statistics based on the cen- 
sus of 1930 and recently released by the Bureau 
of the Census. In number of trained nurses, in 
relation to the population, the Coast states stand 
second, being exceeded only by New England. 

The occupation statistics of the 1930 census 
reveal in very impressive fashion the dynamic 
changes in employment which took place between 
1920 and 1930. This decade, which witnessed the 
broad expansion of our automotive age and con- 
tributed the radio, television, electric refrigeration 
and many other scientific achievements, also 
brought a very rapid change in our entire employ- 
ment structure. Many of these changes can now 
be measured with the accuracy of official data 
through a study of the census reports. 


PROFESSIONAL GROUPS SHOW RAPID 
EXPANSION 


3etween 1920 and 1930 the number of per- 
sons employed in Professional Service, as defined 
by the Bureau of the Census, increased from 


* From the U. S. Bureau of Foreign and Domestic Com- 
merce, San Francisco. 

* A companion paper to this discussion of medical sta- 
tistics on the Pacific Slope as taken from the United 


States Census reports, and dealing with the dental pro- 
fession of the same region, will be printed in the February 
number of the Pacific Dental Gazette. 
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THE MEDICAL PROFESSION—BATES 


Tasie 1.—Number of Physicians and Surgeons Per One Hundred Thousand of Population as Compared with 
Per Capita Retail Sales in the Nine Geographic Areas of the United States 


New England 

Middle Atlantic 

East North Central .... 
West North Central .. 


South Atlantic 
East South Central . 
West South Central 
Mountain 

Pacific ...... 





Number 
Physicians and Surgeons 


Per 100,000 of 


Rank of Area 

of in Number of 
Physicians and Surgeons 

Per 100,000 of Population 


Rank of 
Area in 
Per Capita 
Sales 


Per Capita 
Retail Sales 


Population (1929) 


$463.31 
500.01 
452.28 
108.46 


268.60 
220.5 
307.93 
424.72 
549.5% 











$407.53 





Source: 
trade 


Bureau of the Census. 
figures are for the year 1929. 


2,171,251 to 3,253,884 or a gain of 50 per cent. 
From a percentage standpoint this class of occupa- 
tions increased with considerably greater r apidity 
than the general increase in total number of gain- 
fully employed persons, which rose by 17.3 per 
cent in the decade. 

The medical profession, with its advancing 
standards for admission, has not, however, fol- 
lowed the general trend of the professional group. 
In the 1920-30 decade the number of physicians 
and surgeons in the United States increased from 
144,977 to 153,803 or a gain of approximately 
6 per cent, while the population increased by 
16 per cent. The census figures also disclose that 
the number of physicians and surgeons reported 
in the 1930 census is only a little over one per cent 
larger than in 1910, In explanation of the policy 
of the Census Bureau in reporting persons classi- 
fied as physicians and surgeons, the following 
extract is quoted from a letter from the chiel 
statistician for population: 

“The Fifteenth Census enumerators were specifi- 
cally instructed that persons who on account of old 
age, permanent invalidism, or other reasons were no 
longer following any occupation should be returned as 
having no occupation. Further, they were instructed 
to return such persons as having no occupation if they 
worked only occasionally or only a short time each 
day. Notwithstanding these instructions, it is quite 
probable that the published figures include some re- 
tired persons. Men, such as physicians, who have 
followed a profession for many years, probably are 


especially inclined to claim that profession after actual 
retirement. 


“Census figures relating to physicians and surgeons 
include internes in hospitals and phy sicians and sur- 
geons in the military and naval service. These figures 
include all physicians and surgeons who usually prac- 
tice, although they may not have been employed when 
the census was taken.” 

In contrast to the gain of 6 per cent in phy- 
sicians and surgeons within the 1920-30 decade, 
the number of dentists increased by nearly 27 per 
cent, and trained nurses by 97 per cent. In the 
same period the legal profession showed an ex- 
pansion of 31 per cent; architects, 21 per cent; 
chemists, assayers, and metallurgists, 43-per cent ; 
technical engineers, over 66 per cent; and college 
presidents and professors, 85 per cent. 


a . 
Figures for physicians and surgeons from 1930 Census of Population 





; retail 


NUMBER OF PHYSICIANS AND SURGEONS CORRE- 
LATES CLOSELY WITH PURCHASING 
POWER OF POPULATION 


In 1930, when the population census was being 
conducted, a special census was also being made 
of retail trade. Irom this retail census we now 
have figures showing per capita retail sales in 
every state and city of the country. These facts, 
supplying as they do an index to wealth standards 
of the people of the United States, offer an oppor- 
tunity for determining just how the number of 
physicians and surgeons in the population of a 
state or geographic area compares with the buying 
power as measured by per capita retail sales. The 
correlation between these two factors is shown in 
Table 1, which indicates the per capita retail sales 
in 1929 and the number of physicians and sur- 
geons per 100,000 of population in the nine geo- 
graphic areas of the country. 

The close correlation between the ratio of phy- 
siclans and surgeons to population and the per 

capita retail sales, as indicated by the above table, 
is very striking. The census figures do not dis- 
close the amount spent for medical care by the 
people of the several geographic areas of the coun- 
try, although the figures given above would cer- 
tainly tend to substantiate the generally accepted 
belief that there is a close relationship between 
the expenditure for medical service and the 
amount of money spent over the retail counter. 
Furthermore, it appears that through the normal 
working of economic forces the numbe r of phy- 
sicians and surgeons in the several geographic 
areas of the country has become adjusted with a 
close degree of precision to the ability of the 
people to buy those services. With individual 
states and cities this relationship, as we might 
expect, is not so closely maintained, although the 
correlation in many ways is relatively pronounced. 
Looking at the matter from the standpoint of indi- 
vidual states, we find there are fifteen states which 


exceed the national average of 125 physicians and 
surgeons per 100,000 of population. Of these fif- 


teen states, thirteen also exceed the national aver- 
age in per capita retail sales. 
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New England States 


CALIFORNIA AND WESTERN MEDICINE 


TaBLe 2.—Population, Number of Physicians and Surgeons, and Number of Physicians and Surgeons Per 
One Hundred Thousand of Population, by States and Geographic Areas 
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Maine 
New Hampshire 
Vermont ; 
Massachusetts .. 
Rhode Island ....... 
Connecticut 





TOTAL 











797,423 





359 "61 i 
249, 614 
687,497 
1,606,903 


4, 


“8, 166,341 


910 
508 
450 
5,850 
750 
1,932 


10,400 


Middle Atlantic States 





943 


118 

544 117 
472 131 
6,276 148 
781 114 
2,014 125 
11,030 135 









TOTAL 


RIED coekeheckeebesinten 
Indiana .... 
Illinois . 
Michigan 
Wisconsin . 













TOTAL 

















Minnesota 
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Missouri seabed 
North Dakota . 
South Dakota 
Nebraska 
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~ Delaware 
Maryland 





Virginia 






North Carolina 
South Carolina 
Georgia ...... 
Florida ...... 


TOTAL 

































West Virginia ........ 


26,260,750 





35,011 


~ New York .... : 12,588, 066 19,010 1,085 20,095 
New Jersey 4,041,: 4, 368 200 
Pennsylvafila . 9 6513 50 11,63 616 


1,901 


East North Central States 


~ 6, 646, 697 
3,238. 503 
7,630,654 
4,842,325 


2,939,006 


25 297, 185 


563 953 
34 70,939 
3,629,367 
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1880, 80,989 


8 ,045 
3908 
10,669 
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2°92 1 


30, 811 
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West North Central States” 
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93 
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4,059 125 
11,370 149 
5,474 113 
3,014 103 
32,322 128 














3,2 9 125 
3, 115 126 
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508 75 

599 &6 
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District of Columbia ...... 
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East 


279 
2,394 
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2,390 
1,727 
2,288 
1,243 
2,796 
1,765 


16,225 
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287 120 
2,494 53 
1,450 298 
2,431 100 
1,766 102 
2,326 73 
1,266 73 
2,839 98 
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2.035 110 
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6,397 110 
13,007 107 














485 14 499 93 
375 8 383 86 
213 9 222 98 
1,610 92 1,702 164 
369 11 380 90 
472 8 480 110 
491 16 507 = 








Washington 
Oregon 
California 














TOTAL 





117 






1, 53.296 a77 
953.786 1,233 
5,677,251 8,890 


8,194,433 


12,000 
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1,326 139 
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Table 2 shows the populations of the several 
states arranged by geographic areas of the coun- 
try with the number of physicians and surgeons as 
shown by the 1930 census and the number of phy- 
sicians and surgeons per 100,000 of population. 


SUMMARY 


The preceding tables reveal that the number of 
physicians and surgeons in the population of the 
several states ranges between 172 per 100,000 
persons in California to 73 per 100,000 in North 
Carolina and South Carolina. In fifteen states, 
as previously indicated, the number of physicians 
exceeds the national average of 125 per 100,000. 
Table 3 shows these facts. 


PHYSICIANS AND SURGEONS IN PACIFIC 
COAST CITIES 
The census reports show the number of phy- 


sicians and surgeons for all cities of 25,000 or 
more population. On the Pacific Coast there are 
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TABLE 3.—Fifteen States in which Number of 
Physicians Exceeds National Average of 


125 per 100,000 of Population 














Number of 
Physicians 
and Surgeons 
Per 100,000 
State of Population 
California . ssid sacs sevabe “ « 27 
Colorado ; hecentiborea , a . 164 
New York ....... See os Seiad cme, “San 
Nevada ees ss dukes - 169 
Maryland age os sesesinc. | ON 


Missouri 
Illinois 


15 

: a 14 

Massachusetts .. — eherenes Se 
13 

13 


ev bo 


Oregon 9 
Vermont 1 
Nebraska 4 sj 129 
Pennsylvania <ciaiaiea Deets : 127 
Washington ss . 27 
lowa : ~ oes i $ 126 
Ohio . eiciabe sccrvenbatdoxeeuonnes TE 


nine cities having more than 100,000 population, 
and eighteen cities of between 25,000 and 100,000. 


TasBLe 4.—Population, Number of Physicians and Surgeons, and Number of Physicians and Surgeons Per 
One Hundred Thousand of Population for Cities of Twenty-Five Thousand Population and Over in 
the Pacific Coast States in 1930 























California 
Physicians and Surgeons Number 
City Population ——_—_—_—__— — Per 100,000 
Male Female Total of Population 
Long Beach ; aa 142,032 24 279 196 
Los Angeles 1,238,048 264 2,790 225 
Oakland 284,063 49 431 152 
San Diego 147,995 311 19 330 223 
San Francisco 634,394 1,479 215 1,694 267 
Alameda 35,033 48 6 54 154 
Alhambra. .... 29,472 36 10 46 156 
Bakersfield 26,015 27 1 28 108 
Belvedere Township 33,023 9 3 12 36 
berkeley 82,109 127 20 147 179 
Fresno 52,513 98 3 101 192 
Glendale 62,736 166 16 182 290 
Pasadena 76,086 198 16 214 281 
Riverside . 29,696 38 1 39 131 
Sacramento 93,750 143 9 152 162 
San Bernardino 37,481 51 4 55 147 
San Jose 57,651 84 11 95 165 
Santa Ana 30,322 48 6 54 178 
Santa Barbara 33,613 62 5 67 199 
Santa Monica 37,146 90 7 97 261 
Stockton 47,963 65 5 70 146 
Total 3,211,141 6,243 694 6,937 216 
| 
Washington 
Seattle cs ; | 365,583 663 50 713 195 
Spokane 115,514 210 19 229 198 
Tacoma 106,817 163 4 167 156 
sellingham 30,823 49 3 52 169 
Everett 30,567 41 1 42 137 
TOTAL 649,304 1,126 77 1,203 185 
Oregon 
; Dortiand ce 301,815 630 60 690 229 
Salem .. 26,266 53 5 58 294 
TOTAL 328,081 683 65 748 | 298 
—— —— 
TOTAL ALL CITIES 4,188,526 | 
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Taste 5.—Physicians and Surgeons in Cities of 
Twenty-Five Thousand or More Population 
in the Mountain States, 1930 


——= eo — — 


Physicians 

Physicians | and Surgeons 
and Per 100,000 
Surgeons of Population 


City Population 
ARIZONA: 
Phoenix 48,118 96 200 
Tucson . . 32, 71 218 


‘OLORADO: 
Colorado Springs 33.91 ; | 265 
Denver ........... 287,86 f | 282 
Pueblo a 50,096 ' 162 


MONTANA: 
Butte . 


ae 39,532 3 159 
Great Falls .. 


28,822 48 167 


NEW MEXICO: 
Albuquerque . 





26,570 290 


UTAH: 
Ogden 
Salt Lake City . 





40,272 53 132 
140,267 42 173 


In addition, Belvedere Township, in Los Angeles 
County, is considered an urban area under a spe- 
cial rule adopted for the 1930 census. 

Of the nine Coast cities of more than 100,000 
population San Francisco, with 267 physicians 
and surgeons per 100,000 of population, stands 
highest, while Oakland, with 152 per 100,000, is 
lowest. Taking the cities of the San Francisco 
say area as a single metropolitan district, we find 
an interesting coincidence in figures. The com- 
bined populations of San Francisco, Oakland, 
Alameda, and Berkeley amount to 1,035,599. The 
census figures show 2,326 physicians and surgeons 
in these cities which, in relation to the total popu- 
lation, gives a ratio of 225 physicians and sur- 
geons per 100,000 persons or exactly the same 
figure as shown for the city of Los Angeles. 
Portland, with 229 physicians and surgeons per 
100,000, is the only large Pacific Coast city show- 
ing a higher ratio than Los Angeles and the San 
Francisco metropolitan area. 

Table 4 shows the number of physicians and 
surgeons in Pacific Coast cities with the ratio per 
100,000 of population. 


PHYSICIANS AND SURGEONS IN 
OF THE MOUNTAIN STATES 


CITIES 


There are ten cities in the Mountain States of 
more than 25,000 population. Two of these— 
Denver and Salt Lake City—exceed 100,000 popu- 
lation. 

In a number of cities of the Mountain States 
the number of physicians and surgeons is high, in 
proportion to the population, on account of the 
relatively large number of health seekers found 
in those cities ; thus, Denver shows 282 physicians 
and surgeons per 100,000 of population; Colo- 
rado Springs, 265; and Albuquerque, 290. 

Table 5 shows the number of physicians and 
surgeons in the ten cities of 25,000 and more 
population in the year 1930. 

Bureau of Foreign and Domestic Commerce 

311 Customs House, 
REFERENCE 
Bureau of the Census. Census of Population, 1930. 
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CALIFORNIA CHIROPRACTIC AS A LAWYER 
SEES IT* 


By Witu1aAM C. Woopwarp, M. D., LL. M. 
Chicago, Illinois 


CHUSTER, a licensed chiropractor in the State 

of California, was convicted in the municipal 
court, city of Los Angeles, of violating the Medi- 
cal Practice Act. He appealed to the Appellate 
Department, Superior Court, Los Angeles County. 
There the judgment of the municipal court was 
reversed and the case remanded for a new trial. 
In remanding the case, the Superior Court said: 

“The charge is under the Medical Practice Act only. 
It is stipulated that defendant was a licensed chiro- 
practor. Hence, he could establish a defense by show- 
ing that the treatments he offered to give were a part 
of the practice of chiropractic. The criterion estab 
lished by the Chiropractic Act in this matter, except 
as to the use of medicine and other acts expressly 
excluded from the scope of chiropractic, is the teach- 
ing in chiropractic schools and colleges. Section 7. It 
was therefore error to reject defendant’s offer to prove 
that the treatments offered by him were taught in 
chiropractic schools and colleges as a part of chiro- 
practic.” People vs. Schuster, 10 P. (2d) 204, decided 
March 25, 1932. 

In view of the court’s conclusion, it would be 
interesting to know what the evidence was that 
Schuster proffered. Did he offer evidence of what 
was taught when the initiative Chiropractic Act 
was adopted or evidence of what was taught when 
the alleged offense was committed? How many 
alleged chiropractic curriculums did he proffer in 
evidence? How did he offer to prove that the 
schools whose curriculums were proffered actu- 
ally taught the branches included in the printed 
curriculums? The California Chiropractic Act, 
adopted in 1922 by the electors of the state, 
provides : 

“Section 7. Certificate to Practice. One form of cer- 
tificate shall be issued by the board of chiropractic 
examiners, which said certificate shall be designated 
‘License to practice chiropractic,’ which license shall 
authorize the holder thereof to practice chiropractic in the 
state of California as taught in chiropractic schools or 
colleges; and, also, to use all necessary mechanical, 
and hygienic and sanitary measures incident to the 
care of the body, but shall not authorize the practice 
of medicine, surgery, osteopathy, dentistry or optome- 
try, nor the use of any drug or medicine now or here- 
after included in materia medica.” Deering’s General 
Laws of California, 1931, Volume ‘Two, 4811, Section 7. 

This language may be construed either (1) as 
an attempted definition of “chiropractic” by refer- 
ence to the curriculums of chiropractic schools 
and colleges when the Act was adopted, or (2) an 
avoidance of definitions, coupled with an attempt 
to vest in chiropractic schools and colleges the 
right to fix the California limits of chiropractic 
practice, 

ATTEMPTED ADOPTION OF CHIROPRACTIC 
CURRICULUMS 

If the Chiropractic Act of California is con- 
strued as attempting to adopt as legal standards 
whatever was taught as chiropractic in chiro- 
practic schools and colleges when the Act was 
adopted, the Act is probably void for uncertainty, 
for it is an elementary rule of statutory construc- 


*From the Bureau of Legislation, 
Medical Association. 


of the American 





















































February, 1933 


tion that a law that establishes a crime must define 
that crime clearly enough to enable those who 
must live under the law to determine what they 
may and may not lawfully do. Under this rule 
of construction, the California Chiropractic Act 
clearly fails. It does not define chiropractic. It 
does not determine the number of schools that 
must teach any given branch of the healing art 
before it becomes a lawful part of chiropractic. 
It does not establish any agency for determining 
from time to time what chiropractic schools do 
teach, and promulgating its findings for the guid- 
ance of the courts and administrative officers of 
the state and for the guidance of the people. It 
does nothing more than refer the seeker of infor- 
mation concerning the law to the curriculums of 
an undetermined number of undesignated schools 
and colleges throughout the world that, on the 
day when the Act became effective, were teaching 
an undefined something, referred to in the Act as 
“chiropractic.” Certainly the rule of conduct laid 
down by the Act is too uncertain and indefinite 
to justify the state in imposing fines and imprison- 
ments for violations of it. 

What Is a Chiropractic School or College— 
Since the enforcement of the Act turns on the 
teaching of chiropractic by chiropractic schools 
and colleges, it becomes important to determine 
just what a chiropractic school or college is. So 
far as the Act shows, a school or a college is a 
place or institution where somebody systemati- 
cally teaches someone else something. A chiro- 
practic school or college is, then, a place where 
somebody teaches someone else “chiropractic.” 
But what is “chiropractic”? Since a license to 
practice chiropractic permits a licentiate to prac- 
tice whatever a chiropractic school or college 
teaches, it is evident that within the meaning of 
the California law, chiropractic is what a chiro- 
practic school teaches. A chiropractic school or 
college, then, is a place or institution where some- 
body teaches someone else that which is taught 
in a chiropractic school or college. With this de- 
lightfully clear understanding of what a chiro- 
practic school or college is, we may proceed to 
inquire into the apparent attempt by the electors 
of California to adopt as a part of the initiative 
Chiropractic Act the teachings of the chiropractic 
schools. and colleges of the world when the Act 
was adopted. . 

What Did Chiropractic Schools and Colleges 
Teach When the California Chiropractic Act 
Was Adopted in 1922?—It would have been diffi- 
cult even at the time when the California Chiro- 
practic Act was passed, to prove legally the scope 
of practice authorized by the Act. It is not un- 
likely that it was because of that very difficulty 
that the chiropractic proponents of the Act re- 
frained from incorporating in it a definition of 
chiropractic. If, however, it was difficult to prove 
the scope of the practice of chiropractic in 1922, 
it has become and is becoming increasingly diffi- 
cult to prove the scope of such practice at that 
time. No one, not even the Board of Chiropractic 
ixaminers, has authority to determine officially 
beforehand whether any given method of diag- 
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nosis and treatment is permissible under a chiro- 
practic license. The question is one that must be 
settled in every case, on evidence adduced in court 
by the parties. Every licensed chiropractor who 
employs any method of diagnosis and treatment 
does so at*his peril. The only way by which he 
can establish the legality of any questionable pro- 
cedure is to adopt it in his practice, bring about 
his own arrest and prosecution, and then let the 
courts of criminal jurisdiction and the appellate 
courts pass on the matter. After all has been said 
and done, it is not impossible that between the 
time of his arrest and the time of final action by 
the courts, the curriculums of chiropractic schools 
may have been changed, so that a method that was 
legal at the time of his arrest has since become 
illegal vice versa, because of changed chiro- 
practic curriculums. Obviously, a law that under- 
takes to create a crime of so hazy and intangible 
a character as this is void for indefiniteness. 


DELEGATION OF LEGISLATIVE AUTHORITY TO 
CHIROPRACTIC SCHOOLS AND COLLEGES 


It seems probable, however, that it was the 
intent of the electors of California, when they 
adopted the Chiropractic Act of 1922, to adopt 
by reference, as a part of the Act, the curriculums 
of the chiropractic schools and colleges of the 
world at that time. It seems rather to have been 
their intention to vest in those schools, and in all 
similar schools that might thereafter at any time 
and place come into existence, the right to change 
at will, from time to time, by the simple expedient 
of changing their curriculums, the legal scope of 
chiropractic in California. 

This forward-looking purpose of the Act may 
be inferred from the prohibition in Section 7, on 
the use by licensed chiropractors of drugs and 
medicines “now or hereafter” included in materia 
medica, This is clearly an attempt to vest in some 
undefined agency, or to recognize as already 
vested in some unnamed agency, authority to in- 
clude drugs and medicines in “materia medica,” 
and so to prevent chiropractors from using them 
or by excluding drugs and medicines from “ma- 
teria medica,” to enable chiropractors to use the 
excluded articles. Because of this attempted or 
assumed delegation of authority to some unnamed 
agency or agencies to determine from time to time 
in the future what drugs chiropractors may use, 
and what drugs they may not use, it may be as- 
sumed that the Act was intended to vest in chiro- 
practic schools and colleges the right to change 
from time to time in the future the scope of chiro- 
practic practice in California by changing the cur- 
riculums of such schools. This assumption is 
strengthened by the fact that the Act contains 
no definite standard of chiropractic practice; for 
if the proponents of the Act had known of any 
definite standard when the Act was proposed, they 
doubtless would have incorporated it into the Act. 

Probably, in any event, an attempt to lay down 
such a vague and fluctuating rule of conduct as is 
here proposed, by granting to an indefinite number 
of unnamed chiropractic schools and colleges the 
right to vary the legal standards of the act from 
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day to day would be void for uncertainty, espe- 
cially in the absence of any provision by which 
some public authority would determine, declare, 
and officially publish from time to time statements 
of the conditions of chiropractic curriculums then 
existing. 

If the electors of California attempted, through 
the initiative Chiropractic Act of 1922, to delegate 
to chiropractic schools and colleges the right to 
determine from time to time the scope of the prac- 
tice of chiropractic in California, two interesting 
questions arise, in addition to the questions already 
discussed : 

1. Can the electors of California, under the 
Constitution, delegate to any agency other than 
the legislature authority to determine from time 
to time what acts and omissions shall constitute 
a crime under the laws of the state? 

2. If the electors of California can delegate 
such authority, was the attempted delegation in 
the present instance lawfully consummated ? 


Attempted Delegation of Legislative Authority 
Void Because Unconstitutional—The Constitu- 
tion of the State of California provides : 

“Section 1. The legislative power of this state shall 
be vested in a Senate and Assembly which shall be 
designated “The Legislature of the State of California,’ 
but the people reserve to themselves the power to pro- 
pose laws and amendments to the Constitution, and 
to adopt or reject the same, at the polls independent 
of the legislature, and also reserve the power, at their 
own option, to so adopt or reject any act, or section 
or part of any act, passed by the legislature... . ” 
Constitution of California, Article 1V, Section 1. 


The method by which the 


amended is stated in the 
unnecessary to refer to it 


Constitution may be 
Constitution, but it is 
further here. 

Under the provisions of the Constitution set 
forth above, two agencies, and only two, are 
vested with legislative power, the people and the 
legislature, and it is a well settled rule of law that 
legislative power may not be constitutionally dele- 
gated. Field vs. Clark, 143 U. S. 649; United 
States vs. Grimaud, 220 VU. 506; Buttfield vs. 
Stranahan, 192 U. S. 470; Craig vs. O’Rear 
(Kky.), 251 S. W. 828. It has become increasingly 
common, however, to tolerate the delegation to ad- 
ministrative boards and officers of certain limited 
quasi-legislative power. The question arises, then, 
whether the electors of California, acting under 
the initiative and referendum provisions of the 
Constitution and without amending the Constitu- 
tion itself, can delegate legislative authority to any 
agency other than the legislature; in the present 
case, whether the electors may lawfully delegate 
to the chiropractic schools and colleges of the 
world the right to fix the lawful scope of chiro- 
practic practice in the State of California. 

Probably the electors exhaust the legislative 
authority reserved to them in the Constitution, 
when they adopt an initiative and referendum act. 
If through such acts the electors could a 
legislative authority to other groups, in derog: 
tion of the legislative authority vested by the Con- 


stitution in the legislature, the legislature might 
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soon be reduced to a nonentity. The electors may 
exercise a very broad legislative authority, but 
they can hardly go so far as to hamstring the 
legislature by authority delegated under an initia- 
tive measure. If the authority of the legislature 
is to be curtailed, it must be done by the initia- 
tive measure itself or by amendments to the 
Constitution. 

Even if the electors of California have the 
right, without amending the Constitution, to dele- 
gate legislative authority to subordinate bodies, 
such as chiropractic schools and colleges, in dero- 
gation of the legislative authority of the legisla- 
ture, their attempted delegation of such authority 
in the present instance would seem to be void. 
The attempted delegation of legislative authority 
through the Chiropractic Act of 1922 must be dis- 
tinguished from a delegation of authority by the 
legislature in An Act for the Regulation of the 
Practice of Medicine and Surgery in the State of 
California and for the appointment of a board 
of medical examiners in the matter of said regu- 
lation, approved February 27, 1901 (Stats. 1901, 
ch. 51). In delegating quasi-legislative authority 
under the Medical Practice Act, the legislature 
did not undertake to delegate authority to deter- 
mine what should and what should not constitute 
a crime. It provided only an administrative rule, 
namely, that an applicant for a license to practice 
medicine and surgery “must produce .a di 
ploma issued by some legally chartered medical 
school, the requirements of which medical school 
shall have been, at the time of 
diploma, in no particular 
scribed by the 


granting such 
than those pre 
' Association of American Medical 
Colleges for that year.” This limitation related 
to the fitness of medical schools and no criminal 
accountability attached to such school or to any 
of its graduates for noncompliance. In 1904, the 
Supreme Court of California held this legislation 
constitutional because “the legislature cannot suc 
cessfully prescribe in advance a standard to meet 
these new and changing conditions,” saying : 

“The law is as fixed, definite, and certain in this 
respect as the nature of the subject and the object to 
be attained will permit; and we do not think it should 
be held void because it adopts the standard fixed from 
time to time by those who, it will be presumed, are 
the most eminent in the profession which it attempts 
to regulate, and who should be the most interested in 
maintaining the highest degree of professional pro- 
ficiency, skill, and training.” Ex Parte Gerino, 148 Cal. 
590, 84 Pac. 39, 3 L. R. A. 896, 

This opinion was reaffirmed, in 1907, in Arwine 

. Board of Medical Examiners, 151 Cal. 499, 
91 Pac. 319. Obviously, however, the reasons for 


less 


these decisions do not apply in the present in- 
stance, for it is easily possible for a state to define 


and limit the scope of chiropractic practice. 
states have done and are doing so. 


Many 


The opinion of the Supreme Court of Cali- 
fornia, with reference to the delegation of legis- 
lative authority to define what shall constitute a 
crime, is stated in Ex Parte Cox, 63 Cal. 21, 
decided in 1883, when the court said: 


“The legislature had not authority 


to confer upon 
the officer or 


board the power of declaring what acts 
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should constitute a misdemeanor. The legislative 
power of the state is vested in the Senate and Assem- 
bly (Constitution, Article IV, Section 1). That power 
could not, as to the case before us, be delegated to 
the officer or board. The act before us does not say 
it shall be unlawful to import, distribute or dispose of 
infected articles, but it attempts to confer on the 


officer or board the power to so declare.” Ex parte 
Cox, 63 Cal. 21. 


In that case, a habeas corpus proceeding, the 
petitioner had been convicted of a misdemeanor, 
because of a violation of a regulation of the Board 
of State Viticultural Commissioners, made under 
authority of an act authorizing the board to de- 
clare and enforce regulations in the nature of 
quarantine regulations to govern the importation 
of infected vines and providing that a violation of 
those regulations should be a misdemeanor. 

To a similar effect is the decision of the Su- 
preme Court of California, in 1906, in Hewitt vs. 
Board of Medical Examiners, 148 Cal. 590, 84 
Pac. 39. In that case a license to practice medi- 
cine had been revoked under authority of a statute 
that authorized revocation of a license if a licenti- 
ate was shown to have been guilty of “advertising 
of medical business in which grossly improbable 
statements are made.” The court said: 

“It is an easy matter for the legislature to declare 
what statements in the advertisement of medical busi- 
ness shall be deemed ‘grossly improbable,’ and it must 
do so, and not leave it to a board of medical examiners 
after the publication is made to determine, in its judg- 
ment, whether the statements were or were not 
‘grossly improbable,’ and according to its particular 
view of the matter, revoke or refuse to revoke the 
license. The right to practice medicine cannot be 
made to depend upon such a vague, uncertain, and 


indefinite provision.” Hewitt vs. Board of Medical Ex- 
aminers, 148 Cal. 590, 84 Pac. 39. 


The general rule with respect to the delegation 
of legislative authority was clearly stated by the 
Supreme Court of Washington, in 1916, in State 
vs. Bonham, 93 Wash. Rep. 489, 161 Pac. 377. 
The case involved the right of an osteopath to 
utilize certain methods of treatment. The court 
said: 

“Passing to the second contention, the statute makes 
it plain, we think, that its framers regarded the prac- 
tice of medicine and surgery and the practice of oste- 
opathy as separate and distinct methods of treating 
the sick and afflicted, and intended to confine the 
practitioners of each to the particular system he pro- 
fessed to practice; in other words, to the system in 
which he had been educated. It is true, no definition 
of these terms was offered in the statute, but this 
would only mean that the terms were used in their 
general and accepted sense, in the sense in which they 
were commonly understood at the time of the enactment 
of the statute. In considering the contention, therefore, 
we are not particularly concerned with the meaning 
of the term medicine and surgery, but rather with the 
meaning of the term osteopathy; the inquiry being, 
was the method adopted by the appellant in the treat- 
ment of the particular patient a recognized method 
for the treatment of such a disease under the school 
of treatment known as osteopathy? If it was a recog- 
nized treatment according to that school of treatment, 
the appellant had a right to practice it under his cer- 
tificate from the medical board; if it was not so recog- 
nized, he did not... : 

“But if all of the osteopathic colleges were now teach- 
ing the administration of medicines and the resort to sur- 
gery by the knife as a means of curing disease, it would 
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not aid the appellant. His right is to practice osteopathy 
as that practice was understood at the time the medical 
act was adopted, and this we conclude did not sanc- 
tion the practice resorted to by him in the treatment 
of the patient mentioned in the information.” State ws. 
Bonham, 93 Wash. Rep. 489, 161 Pac. 377. 


To a similar effect is State vs. Emery (Ohio), 
45 N. E. 319, decided by the Supreme Court of 
Ohio in 1896. The legislature of Ohio had under- 
taken to adopt the standards of the United States 
Pharmacopeia as standards of drugs. The court 
held that the reference must be presumed to be to 
the United States Pharmacopeia current when the 
Act was passed, saying: 

“It is not to be supposed that the legislature in- 
tended to adopt by reference ... an edition of the 
book not then in existence, and of which the legis- 
lature could then have no knowledge. ... To hold 
that the sale could thus be made unlawful would be 
equivalent to holding that the revisers of the book 
could create and define the offense, a power which 
belongs to the legislative body and cannot be dele- 
gated.” State vs. Emery (Ohio), 45 N. E. 319. 

In a similar case the Supreme Court of Maine, 
in 1918, held to the same effect, saying : 

“It is not to be supposed that the legislature in- 
tended to adopt compilations not then made and of 


whose contents... it could have no knowledge.” 
State vs. Holland (Me.), 104 Atl. 159. 


Of the same purport are Commonwealth vs. 
Costello, 18 Pa. Dist. 1067, decided in 1908, and 
State vs. Crawford, 177 Pac. 360, 104 Kan. 141, 
decided in 1919, 


Delegation of Legislative Authority Void for 
Indefiniteness—It seems clear that any attempt 
to delegate to the chiropractic schools and colleges 
of the world, through the initiative Chiropractic 
Act of 1922, authority to determine from time to 
time what shall constitute the practice of chiro- 
practic in California is void, because it is an 
attempted unconstitutional grant of legislative au- 
thority. Even, however, if such a grant could be 
made constitutionally, the question would arise as 
to whether the attempted delegation of legisiative 
power in the present instance was effective. 

The attempt here is not an attempt to delegate 
authority to an agency of the state, or even to 
an agency within the state. In fact, it is not an 
attempt to delegate authority to’ any clearly de- 
fined body of any sort, but an attempted delega- 
tion to an unorganized group of private schools 
and colleges throughout the world, the number 
and character of which may vary from day to day. 
It is not necessary that a school, to be a recipient 
and beneficiary of this grant, be an incorporated 
school or maintain any particular standards of fit- 
ness, Chiropractic schools and colleges conduct- 
ing their courses solely by correspondence are 
under this attempted grant of authority given the 
same power as the most highly organized school 
teaching chiropractic. Moreover, while the Act 
refers to what is taught in chiropractic schools 
and colleges, it fails to state how many such 
schools and colleges must teach a given method of 
diagnosis and treatment before that method be- 
comes an integral part of lawful chiropractic in 
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day to day would be void for uncertainty, espe- 
cially in the absence of any provision by which 
some public authority would determine, declare, 
and officially publish from time to time statements 
of the conditions of chiropractic curriculums then 
existing. 

If the electors of California attempted, through 
the initiative Chiropractic Act of 1922, to delegate 
to chiropractic schools and colleges the right to 
determine from time to time the scope of the prac- 
tice of chiropractic in California, two interesting 
questions arise, in addition to the questions already 
discussed : 

1. Can the electors of California, under the 
Constitution, delegate to any agency other than 
the legislature authority to determine from time 
to time what acts and omissions shall constitute 
a crime under the laws of the state? 

2. If the electors of California can delegate 
such authority, was the attempted delegation in 
the present instance lawfully consummated 7 


Attempted Delegation of Legislative Authority 
Void Because Unconstitutional—The Constitu- 
tion of the State of California provides : 

“Section 1. The legislative power of this state shall 
be vested in a Senate and Assembly which shall be 
designated ‘The Legislature of the State of California,’ 
but the people reserve to themselves the power to pro- 
pose laws and amendments to the Constitution, and 
to adopt or reject the same, at the polls independent 
of the legislature, and also reserve the power, at their 
own option, to so adopt or reject any act, or section 
or part of any act, passed by the legislature... .” 
Constitution of California, Article IV, Section 1. 

The method by which the Constitution may be 
amended is stated in the Constitution, but it 1s 
unnecessary to refer to it further here. 

Under the provisions of the Constitution set 
forth above, two agencies, and only two, are 
vested with legislative power, the people and the 
legislature, and it is a well settled rule of law that 
legislative power may not be constitutionally dele- 
gated. Field vs. Clark, 143 U. S. 649; United 
States vs. Grimaud, 220 U.S. 506; Buttfield vs. 
Stranahan, 192 U. S. 470; Craig vs. O'Rear 
(Ky.), 251 S. W. 828. It has become increasingly 
common, however, to tolerate the delegation to ad- 
ministrative boards and officers of certain limited 
quasi-legislative power. The question arises, then, 
whether the electors of California, acting under 
the initiative and referendum provisions of the 
Constitution and without amending the Constitu- 
tion itself, can delegate legislative authority to any 
agency other than the legislature; in the present 
case, whether the electors may lawfully delegate 
to the chiropractic schools and colleges of the 
world the right to fix the lawful scope of chiro- 
practic practice in the State of California. 

Probably the electors exhaust the legislative 
authority reserved to them in the Constitution, 
when they adopt an initiative and referendum act. 
If through such acts the electors could delegate 
legislative authority to other groups, in deroga- 
tion of the legislative authority vested by the Con- 
stitution in the legislature, the legislature might 
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soon be reduced to a nonentity. The electors may 
exercise a very broad legislative authority, but 
they can hardly go so far as to hamstring the 
legislature by authority delegated under an initia- 
tive measure. If the authority of the legislature 
is to be curtailed, it must be done by the initia- 
tive measure itself or by amendments to the 
Constitution. 

Even if the electors of California have the 
right, without amending the Constitution, to dele- 
gate legislative authority to subordinate bodies, 
such as chiropractic schools and colleges, in dero- 
gation of the legislative authority of the legisla- 
ture, their attempted delegation of such authority 
in the present instance would seem to be void. 
The attempted delegation of legislative authority 
through the Chiropractic Act of 1922 must be dis- 
tinguished from a delegation of authority by the 
legislature in An Act for the Regulation of the 
Practice of Medicine and Surgery in the State of 
California and for the appointment of a board 
of medical examiners in the matter of said regu- 
lation, approved February 27, 1901 (Stats. 1901, 
ch. 51). In delegating quasi-legislative authority 
under the Medical Practice Act, the legislature 
did not undertake to delegate authority to deter- 
mine what should and what should not constitute 
a crime. It provided only an administrative rule, 
namely, that an applicant for a license to practice 
medicine and surgery “must produce -adi 
ploma issued by some legally chartered medical 
school, the requirements of which medical school 
shall have been, at the time of granting such 
diploma, in no particular less than those pre 
scribed by the Association of American Medical 
Colleges for that year.” This limitation related 
to the fitness of medical schools and no criminal 
accountability attached to such school or to any 
of its graduates for noncompliance. In 1904, the 
Supreme Court of California held this legislation 
constitutional because “the legislature cannot suc- 
cessfully prescribe in advance a standard to meet 
these new and changing conditions,” saying : 

“The law is as fixed, definite, and certain in this 
respect as the nature of the subject and the object to 
be attained will permit; and we do not think it should 
be held void because it adopts the standard fixed from 
time to time by those who, it will be presumed, are 
the most eminent in the profession which it attempts 
to regulate, and who should be the most interested in 
maintaining the highest degree of professional pro- 
ficiency, skill, and training.” Ex Parte Gerino, 148 Cal. 
590, 84 Pac. 39, 3 L. R. A. 896. 

This opinion was reaffirmed, in 1907, in Arwine 
vs. Board of Medical Examiners, 151 Cal. 499, 
91 Pac. 319. Obviously, however, the reasons for 
these decisions do not apply in the present in- 
stance, for it is easily possible for a state to define 
and limit the scope of chiropractic practice. Many 
states have done and are doing so. 

The opinion of the Supreme Court of Cali- 
fornia, with reference to the delegation of legis- 
lative authority to define what shall constitute a 
crime, is stated in Ea Parte Cox, 63 Cal. 21, 
decided in 1883, when the court said: 


“The legislature had not authority to confer upon 
the officer or board the power of declaring what acts 
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should constitute a misdemeanor. The legislative 
power of the state is vested in the Senate and Assem- 
bly (Constitution, Article IV, Section 1). That power 
could not, as to the case before us, be delegated to 
the officer or board. The act before us does not say 
it shall be unlawful to import, distribute or dispose of 
infected articles, but it attempts to confer on the 


officer or board the power to so declare.” Ex parte 
Cox, 63 Cal. 21. 


In that case, a habeas corpus proceeding, the 
petitioner had been convicted of a misdemeanor, 
because of a violation of a regulation of the Board 
of State Viticultural Commissioners, made under 
authority of an act authorizing the board to de- 
clare and enforce regulations in the nature of 
quarantine regulations to govern the importation 
of infected vines and providing that a violation of 
those regulations should be a misdemeanor. 

To a similar effect is the decision of the Su- 
preme Court of California, in 1906, in Hewitt vs. 
Board of Medical Examiners, 148 Cal. 590, 84 
Pac. 39. In that case a license to practice medi- 
cine had been revoked under authority of a statute 
that authorized revocation of a license if a licenti- 
ate was shown to have been guilty of “advertising 
of medical business in which grossly improbable 
statements are made.” The court said: 

“Tt is an easy matter for the legislature to declare 
what statements in the advertisement of medical busi- 
ness shall be deemed ‘grossly improbable,’ and it must 
do so, and not leave it to a board of medical examiners 
after the publication is made to determine, in its judg- 
ment, whether the statements were or were not 
‘grossly improbable,’ and according to its particular 
view of the matter, revoke or refuse to revoke the 
license. The right to practice medicine cannot be 
made to depend upon such a vague, uncertain, and 
indefinite provision.” Hewitt vs. Board of Medical Ex- 


aminers, 148 Cal. 590, 84 Pac. 39. 


The general rule with respect to the delegation 
of legislative authority was clearly stated by the 
Supreme Court of Washington, in 1916, in State 
vs. Bonham, 93 Wash. Rep. 489, 161 Pac. 377. 
The case involved the right of an osteopath to 
utilize certain methods of treatment. The court 
said: 

“Passing to the second contention, the statute makes 
it plain, we think, that its framers regarded the prac- 
tice of medicine and surgery and the practice of oste- 
opathy as separate and distinct methods of treating 
the sick and afflicted, and intended to confine the 
practitioners of each to the particular system he pro- 
fessed to practice; in other words, to the system in 
which he had been educated. It is true, no definition 
of these terms was offered in the statute, but this 
would only mean that the terms were used in their 
general and accepted sense, in the sense in which they 
were commonly understood at the time of the enactment 
of the statute. In considering the contention, therefore, 
we are not particularly concerned with the meaning 
of the term medicine and surgery, but rather with the 
meaning of the term osteopathy; the inquiry being, 
was the method adopted by the appellant in the treat- 
ment of the particular patient a recognized method 
for the treatment of such a disease under the school 
of treatment known as osteopathy? If it was a recog- 
nized treatment according to that school of treatment, 
the appellant had a right to practice it under his cer- 
tificate from the medical board; if it was not so recog- 
nized, he did not... : 

“But if all of the osteopathic colleges were now teach- 
ing the administration of medicines and the resort to sur- 
gery by the knife as a means of curing disease, it would 
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not aid the appellant. His right is to practice osteopathy 
as that practice was understood at the time the medical 
act was adopted, and this we conclude did not sanc- 
tion the practice resorted to by him in the treatment 
of the patient mentioned in the information.” 
Bonham, 93 Wash. Rep. 489, 161 Pac. 377. 


To a similar effect is State vs. Emery (Ohio), 
45 N. E. 319, decided by the Supreme Court of 
Ohio in 1896. The legislature of Ohio had under- 
taken to adopt the standards of the United States 
Pharmacopeia as standards of drugs. The court 
held that the reference must be presumed to be to 
the United States Pharmacopeia current when the 
Act was passed, saying: 


State vs. 


“It is not to be supposed that the legislature in- 
tended to adopt by reference ... an edition of the 
book not then in existence, and of which the legis- 
lature could then have no knowledge. ... To hold 
that the sale could thus be made unlawful would be 
equivalent to holding that the revisers of the book 
could create and define the offense, a power which 
belongs to the legislative body and cannot be dele- 
gated.” State vs. Emery (Ohio), 45 N. E. 319. 


In a similar case the Supreme Court of Maine, 
in 1918, held to the same effect, saying: 

“It is not to be supposed that the legislature in- 
tended to adopt compilations not then made and of 
whose contents... it could have no knowledge.” 
State vs. Holland (Me.), 104 Atl. 159. 

Of the same purport are Commonwealth vs. 
Costello, 18 Pa. Dist. 1067, decided in 1908, and 
State vs. Crawford, 177 Pac. 360, 104 Kan. 141, 
decided in 1919, 


Delegation of Legislative Authority Void for 
Indefiniteness—It seems clear that any attempt 
to delegate to the chiropractic schools and colleges 
of the world, through the initiative Chiropractic 
Act of 1922, authority to determine from time to 
time what shall constitute the practice of chiro- 
practic in California is void, because it is an 
attempted unconstitutional grant of legislative au- 
thority. Even, however, if such a grant could be 
made constitutionally, the question would arise as 
to whether the attempted delegation of legisiative 
power in the present instance was effective. 

The attempt here is not an attempt to delegate 
authority to an agency of the state, or even to 
an agency within the state. In fact, it is not an 
attempt to delegate authority to’ any clearly de- 
fined body of any sort, but an attempted delega- 
tion to an unorganized group of private schools 
and colleges throughout the world, the number 
and character of which may vary from day to day. 
It is not necessary that a school, to be a recipient 
and beneficiary of this grant, be an incorporated 
school or maintain any particular standards of fit- 
ness. Chiropractic schools and colleges conduct- 
ing their courses solely by correspondence are 
under this attempted grant of authority given the 
same power as the most highly organized school 
teaching chiropractic. Moreover, while the Act 
refers to what is taught in chiropractic schools 
and colleges, it fails to state how many such 
schools and colleges must teach a given method of 
diagnosis and treatment before that method be- 
comes an integral part of lawful chiropractic in 
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the State of California. Obviously, such an in- 
definite grant of power is void by reason of its 
indefiniteness, even if it might otherwise be valid. 


CALIFORNIA CHIROPRACTIC ACT 
UNCONSTITUTIONAL 

From what has been said it would seem as if 
the initiative Chiropractic Practice Act of Cali- 
fornia of 1922 is unconstitutional. While it is 
true that the Act contains the usual saving clause, 
providing that if any part of the Act is declared 
unconstitutional, the remainder of the Act will 
not be affected thereby, it would seem impossible 
in the present instance to find any part of the Act 
constitutional if the very groundwork on which 
the whole structure rests is cut away from it, and 
that is the effect of finding that the Act fails to 
provide a proper foundation through a sufficient 
definition of the subject-matter of the Act, chiro- 
practic. 

535 North Dearborn Street. 


ACUTE NICOTIN POISONING 


AS NOTED IN THE MANUFACTURE 
OF NICOTIN INSECTICIDES 


AND USE 


By Homer M. Stevenson, M. S. 
Stockton 
Discussion by C. D. Leake, Ph. D.,San Francisco; C. H. 


Thienes, M.D., Los Angeles; P. J. Hanzlik, M.D., San 
Francisco. 


A’. nicotin has gained popularity as an insecti- 


cide in the viticultural districts of the interior 
valleys of California during the season 1931-1932, 
there have been some newspaper reports of poison- 
ing of persons using nicotin insecticides. Having 
had no contact with these outside cases, I can 
say nothing about their symptoms ; but as chemist 
in the research laboratory of a Fresno concern 
manufacturing large qué antities of nicotin insecti- 
cidal dusts, I may give my own experiences with 
acute nicotin poisoning and my observations of 
poisoning of men engaged in handling nicotin in 
the preparation of such dusts. Before consider- 
ing these few cases, I shall review the chemistry 
and pharmacology of the constituents of those 
insecticides which contribute to the symptoms of 
acute poisoning. 


NICOTIN POISONING BY INHALATION 


Nicotin occurs in tobacco leaves and stems, as 
the malate and citrate. In most commercial prepa- 
rations it occurs as the basic alkaloid or as the 
sulphate, and in cases of accidental poisoning it 
probably enters the body in one of these two 
forms. By far the greater number of recorded 
cases of nicotin poisoning have resulted from acci- 
dentally swallowing the alkaloid or its sulphate; 
the literature is greatly lacking in reports of 
poisoning by inhalation or skin absorption. 
Though the effects of inhalation of tobacco smoke 
are popularly attributed to the action of nicotin, 
a review of the literature on the toxicity of to- 
bacco smoke shows an inclination to the theory 
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that many of the toxic symptoms are due to the 
action of pyridin bases, of which some eight or 
ten are known to be formed on the combustion of 
tobacco. Wahl®* states that the action of tobacco 
smoke is not pharmacologic but psychic, owing to 
taste, odor, and visual sensations. Poisoning by 
nicotin, pure and simple, then, is rare; but tobacco 
poisoning is very common and has probably been 
experienced in a mild degree by eve ry smoker in 
first acquiring the habit. For this reason the cases 
of poisoning by inhalation of the alkaloid are 
hardly comparable with those resulting from the 
inhalation of tobacco smoke. In this connection it 
was observed, in the preparation of nicotin dusts, 
that persons habituated to the use of tobacco were 
not less susceptible to the action of nicotin than 
were nonhabituated persons. As the period dur- 
ing which the persons observed were in contact 
with nicotin vapors was not great, I cannot con- 
firm the observations of Wahl! that nicotin has 
a cumulative effect. 


NICOTIN POISONING BY SKIN ABSORPTION 


In the use of nicotin preparations in various 
forms, there have been noted occasional cases of 
poisoning by absorption through the skin. Blyth 
and Blyth * note nicotin poisoning from the com- 
mon practice of the peasantry in many parts of 
England of applying tobacco to stop the bleeding 
of wounds and also as a poultice to local swell- 
ings. This practice is certainly not limited to Eng- 
lish peasantry, for the application of tobacco to 
insect bites, snake bites, and dog bites was by no 
means unknown to American pioneers and is still 
carried on to some extent by persons who do not 
avail themselves of the services of a physician. 
Occasional cases of poisoning of persons handling 
nicotin have been noted from absorption of the 
alkaloid through the skin, followed by character- 
istic symptoms, when the person handling the 
nicotin failed to wash the material off his hands 
immediately. In this local plant, where nicotin 
dusts are manufactured, particular precaution is 
taken that none of the liquid comes into contact 
with the body. Heavy rubber gloves are worn by 
persons handling nicotin, though this is not an 
absolute assurance against contact with the liquid, 
for nicotin attacks rubber to the extent that thin 
rubber gloves are of no use, whereas heavy rubber 
gloves are of no use after twenty-four hours in 
contact with 95 per cent nicotin. The manner in 
which the person using nicotin-dust insecticides 
handles the material may be contributory to in- 
ducing toxic symptoms. I have noted that in 
transferring the dust from the container to power 
dusters it is frequently taken up by the double- 
handful, the person getting his hands in contact 
with the nicotin as well as getting his face close 
to the mouth of the container, from which there 
is often an evolution of nicotin vapor after release 
from confinement in a metal container. 


SYMPTOMS 


The symptoms resulting from nicotin poisoning 
are considered to be due to the direct influence 
of the alkaloid on the nervous system. The re- 
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corded symptoms of nicotin poisoning are that 
there is first headache, then giddiness, numbness, 
disturbance of vision, torpor, and quickened respi- 
ration. After about half an hour there is a feel- 
ing of faintness, intense depression, weakness, 
cold extremities, and nausea. In cases of my own 
observation the first symptoms complained of 
were giddiness, quickened respiration, and nausea. 
After a variable period the patient usually mani- 
fested intense depression with continued nausea 
and vomiting, though vomiting did not always 
occur until induced by chemical or mechanical 
means. Difficulty of respiration was not relieved 
by artificial respiration, but increased regularly. 
Although convulsions are said to accompany these 
other symptoms, I have not seen any convulsions 
in these acute cases, perhaps due to the small 
amount of nicotin absorbed. During my labora- 
tory experience in working with nicotin, I noted 
that excessive secretion of saliva and tears and an 
aqueous nasal discharge preceded any nausea or 
other recorded symptoms. The symptoms enu- 
merated by Witherstine* are: first, nausea and 
vomiting ; quick, deep, then labored respiration ; 
great muscular relaxation, giddiness, mental con- 
fusion, restlessness, feeble circulation, general de- 
pression and, occasionally, clonic convulsions (of 
spinal origin) followed by complete loss of re- 
flexes, these varying, of course, with the amount 
of nicotin and manner of absorbing it. 


DOSAGE 


The quantity of nicotin necessary to produce 
characteristic symptoms is an undetermined fac- 
tor. It is known that some individuals do not 
react normally to nicotin, but it has been observed 
that persons in whom the digestive system is not 
in good order are more susceptible than others. 
It has also been found that some men, otherwise 
apparently normal, cannot be exposed to the least 
nicotin fumes without becoming sick. It has been 
stated by Dworzak and Heinrich* from auto- 
experiments that one milligram of the alkaloid 
produced unpleasant sensations in the mouth and 
throat, and salivation; two milligrams produced 
headache, giddiness, numbness, dullness of hear- 
ing, and quickened respiration; with three to four 
milligrams there was a feeling of faintness, in- 
tense depression, and purging. One experimenter- 
had shivering of the extremities, muscular weak- 
ness, cramps of muscles of the back, and creeping 
sensations about the arms. Wahl* stated that the 
smallest dose that will begin to produce noticeable 
effects is one to two milligrams of the pure base. 
He stated that doses of three to four milligrams 
taken for several days produced greater effects 
with each successive dose; it was on this observa- 
tion that he based his theory that nicotin is cumu- 
lative in the body. 

Nicotin is absorbed into the blood and excreted 
unchanged. In experiments with guinea pigs, 
Noether® found that nicotin injected subcutane- 
ously was found in greatest concentration in the 
urine, with a considerable amount in the intestine, 
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and detectable amounts in the liver and lungs. 
After parenteral injection in man, nicotin ap- 
peared in the urine within one and one-half hours 
and was eliminated continuously by the kidneys 
for about ten hours. After inhalation, consider- 
able amounts of nicotin quickly appeared in the 
urine, the time of elimination being about the 
same, regardless of the smoking habits of the indi- 
vidual. Noether further maintained that there was 
no evidence of an accumulation of nicotin in the 
body and that during the night the body again 
becomes nicotin free. A report of five cases of 
poisoning resulting from drinking nicotin insecti- 
cide was made by McNally.® At necropsy of one 
case the stomach was found to contain 0.77 gram 
nicotin, in another, 4.96 grams. As nicotin is un- 
altered by putrefaction, its presence may be de- 
tected a long time after death; Orfila’ detected 
it in an animal two or three months after death. 


PHYSIOLOGIC ACTION 


The physiologic action of nicotin is a brief pri- 
mary stimulation of the spinal cord, medullary 
centers and, in particular, the ganglia of the sym- 
pathetic and vasosacral autonomic system, fol- 
lowed by depression of the same nerve cells. 
These account for rise in blood pressure through 
vasoconstriction, glandular stimulation, and exci- 
tation of involuntary muscle tissues, including 
those of the alimentary tract and bladder, which 
small amounts of this alkaloid customarily pro- 
duce.* 

A 1:5000 solution of nicotin base was found 
by Savadskii* to produce a considerable vaso- 
constriction of the coronary vessels. Hett*® ob- 
served that nicotin acts (a@) through an effect on 
the vagus, spontaneously reversible and prevented 
by atropin, (b) through a disturbance of the nerv- 
ous mechanism of the heart, and (c) through 
direct damage to the heart muscle tissue. Nicotin 
produces a muscular rigidity which can be com- 
pletely and quickly resolved by the action of 
cocain.!° In skeletal muscle, nicotin was ob- 
served ™ to produce fibrillary twitchings on single 
shocks by induction. As these phenomena do not 
occur in totally curarized muscles, it was con- 
cluded that they must be due to a stimulating 
action of nicotin on the motor nerve-termination 
apparatus. They were dependent on the amount 
of nicotin and the period of its action, becoming 
less marked as poisoning progressed, and often 
did not appear when very high concentrations 
were used. In very dilute solutions, nicotin exerts 
a stimulating action on the peripheral motor appa- 
ratus. In the early stages of poisoning, the stimu- 
lation wave is lessened. With increasing concen- 
tration of the nicotin the stimulation wave and 
the fatigue become greater. All these actions are 
not noted after curarization. It is thus concluded 
that nicotin acts on the true muscle substance, first 
as a stimulant but finally produces paralysis. The 
amount of nicotin required to produce action of 
the muscle alone is much greater than that re- 
quired to produce action by the nerve-ending. 
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TREATMENT 


The treatment of nicotin poisoning varies con- 
siderably under different conditions. An antidote 
for nicotin poisoning, as printed on the labels of 
a popular brand of nicotin sulphate, is as fol- 
lows: “Drink warm water freely, then empty 
stomach by causing vomiting or by stomach tube. 
Give strong coffee or tea. In severe cases, use 
warm applications to chest and extremities and 
cold applications to head, give 1/30 grain strych- 
nin tablet in water every hour until relieved, or 
until four tablets have been taken.” Witherstine * 
recommends that if there is no free emesis, apo- 
morphin hydrochlorid be given hypodermically and 
the stomach washed out with tannic acid solu- 
tion or strong tea or a solution of iodin in potas- 
sium iodid, To hasten elimination he recommends 
giving spirits nitrous ether, 60 minims, or give 
water freely. To counteract the symptoms he sug- 
en a hypodermic injection of strychnin nitrate, 

1/25 grain, or tincture nux vomica, 30 minims, 
by mouth, and keep patient in recumbent position 
with warm applications to chest and extremities 
and cold applications to head. As these methods 
apply very well to cases in which the poisoning 
has resulted from swallowing the nicotin, it ap- 
pears that several are superfluous for treatment 
of poisoning following absorption by the skin or 
the mucous membrane of the respiratory tract. In 
the former cases, washing the stomach and in- 
ducing emesis by means of apomorphin hydro- 
chlorid seem to have as their object the removal 
of nicotin from the stomach; administering tea 
and coffee and tannic acid solution result in chemi- 
cal precipitation of the alkaloid as the insoluble 
tannate; and the iodin-potassium iodid solution 
also forms an insoluble compound with nicotin. 
In cases of poisoning by inhalation and skin ab- 
sorption these would not be of use. The object 
should be to hasten elimination and neutralize the 
symptoms. 

In treatment of the ten persons suffering from 
acute nicotin poisoning who were brought to the 
plant laboratory for emergency treatment, the pa- 
tient was first relieved by inducing vomiting by 
having him take large quantities of warm water 
into the stomach. On only one occasion was it 
necessary to use a hypodermic injection of apo- 
morphin hydrochlorid, 1/10 grain, to induce em- 
esis, this chiefly to relieve the patient rather than 
an attempt to remove any poison from the stom- 
ach. The next step was to give strychnin nitrate, 
1/30 grain, hypodermically, if the patient was 
not relieved within fifteen minutes. On one oc- 
casion atropin hydrochlorid, 1/150 grain, was 
given hypodermically instead of strychnin nitrate. 
It appeared to have no advantage over strych- 
nin as an antidote. All medication was given with 
the advice of a physician. One patient, an elderly 
man of weak physique, would not consider treat- 
ment, and when approached with syringe and 
needle for hypodermic injection of strychnin 
nitrate he fought vigorously and screamed at 
the idea of giving him anything hypodermi- 
cally. He explained afterward that his dread of 
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the sight of a hypodermic needle was because 
of the apparent pain which his wife suffered on 
the frequent occasions of hypodermic medication 
for treatment of mammary carcinoma. As he 
would not knowingly permit any medicine to be 
given to him, strychnin sulphate, 1/10 grain, was 
dissolved in half a glass of water and he was 
persuaded to drink it on the promise that some 
water in his stomach would relieve the nausea. 
The action of the strychnin in this case was, of 
course, slower than when given hypodermically, 
but the patient reported on the following day that 
all disagreeable symptoms were relieved within 
two hours after taking the solution of strychnin 
sulphate. As a final emergency aid in these acute 
cases, the patients were sent home with instruc- 
tions to remain quiet for at least twenty-four 
hours, to drink large quantities of water with an 
occasional saline diuretic, and, without fail, to call 
their physician if other symptoms occurred. In 
none of these ten cases of acute nicotin poisoning 
were the patients unable to return to work on the 
following day, though often complaining of weak- 
ness resulting from increased purging during the 
preceding night. All symptoms of nicotin poison- 
ing apparently were absent after forty-eight hours. 

As the ten cases of nicotin poisoning which 
were observed in connection with the manufac- 
ture of nicotin insecticidal dusts presented only 
acute symptoms which were readily relieved by 
administration of physiologic antagonists, it is 
concluded that poisoning by inhalation or skin 
absorption of nicotin in the course of its use in 
open-air application as an insecticide is not likely 
to present symptoms approaching the moderate 
severity of the acute symptoms resulting from 
breathing air and handling liquids having a high 
concentration of nicotin base. 

Box 494, Stockton. 
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DISCUSSION 


C. D. Leake, Ph. D. (University of California Medi- 
cal School, San Francisco).—With the growing appli- 
cation of pharmacology to fields other than medicine, 
such as rodent control, fruit spraying and fumigation, 
and food preparation, it is imperative that the medical 
profession keep abreast of developments along these 
lines in order to be prepared for the occasional un- 
toward effect likely to happen to humans who may 
incur accidental poisoning from the chemicals in- 
volved. Opportunity should, therefore, be afforded by 
medical journals for notes by qualified experts on 
recent advances in work of this sort. Much of such 
information is not called to the attention of phy- 
sicians. For example, if J. C. Munch’s admirable sur- 
vey of thallium toxicity (Tech. Bull. No. 238, United 
States Department of Agriculture, Washington, April, 
1931) had been brought to the notice of California 
physicians, some of the recent difficulties with the use 
of this poison in rodent control might have been 
avoided. Similarly, many public health reports cover 
work on the toxicity of new commercial chemicals of 
possible danger to man, and these should be occasion- 
ally reviewed for physicians. Mr. Stevenson’s paper 
on nicotin poisoning may be found to contain many 
points of interest to the average practitioner, It is the 
sort of expert survey on a practical pharmacologic 
problem which should appear more frequently in 
general medical journals. 

& 

C. H. Turenes, M.D., Ph. D. (University of Southern 
California School of Medicine, Los Angeles).—Be- 
cause of the rapidity with which death follows the 
taking of a large dose of nicotin, physicians are in- 
clined to consider that any efforts which might be 
expended are of no avail, that such cases as might 
recover under treatment would have recovered with- 
out treatment. The cases reported in this paper would 
be classed in the latter category. In some cities phy- 
sicians are shirking their duty in the care of cases of 
acute poisoning by sending them to municipal emer- 
gency hospitals. This loss of time is not infrequently 
responsible for the death of patients whose lives might 
have been saved by immediate treatment. Progress 
in the prophylaxis and treatment of cocain poisoning, 
following the work of Tatum and coworkers with 
barbituric acid derivatives, and the recent reports by 
Haggard and others of the value of apomorphin in 
strychnin poisoning indicate that the fatalistic atti- 
tude of many members of the profession toward acute 
drug poisoning is founded in part on ignorance and 
in part an the lack of intensive studies of such prob- 
lems in experimental laboratories. In this connection 
it may be stated that tests of central nervous system 
depressants against nicotin poisoning in the rat, now 
being made in this laboratory, suggest that further 
progress may be expected in this direction, 


® 

P. J. Hanzi, M.D. (Stanford University School 
of Medicine, San Francisco).—Reports of cases of 
poisoning are always interesting and important, espe- 
cially when they deal with personal experiences and 
special conditions of using a poison. Mr. Stevenson’s 
personal experiences with nicotin confirm the well- 
known actions of this poison, and the use of it under 
his conditions has not changed the actions in essential 
particulars. It will not be generally admitted, how- 
ever, that the systemic effects of tobacco smoke are 
not due essentially to nicotin. Anyone unconvinced 
of this should compare the effects on a frog exposed 
to tobacco smoke with another frog which has re- 
ceived nicotin. Moreover, human cases of tobacco 
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poisoning have faithfully recapitulated all the symp- 
toms of nicotin poisoning. While there are other 
potentially toxic constituents in tobacco smoke, the 
quantities are so small as to render their significance 
practically unimportant. Any psychic and euphoric 
effects are not peculiar to tobacco smoking, or of im- 
portance in acute poisoning. 


In the treatment of nicotin or tobacco poisoning, 
too much reliance should not be placed on strychnin. 
Its use is mainly empirical, because it cannot over- 
come the paralytic effects of nicotin on the respira- 
tion and ganglia, which first of all have been power- 
fully stimulated, then depressed and paralyzed by the 
poison, and the paralysis is apt to be widespread and 
complete. The supposed circulatory stimulation of 
strychnin is scarcely worthy of consideration here. It 
is possible that, through central nervous stimulation, 
strychnin may be of aid in cases of partial or incom- 
plete nicotin poisoning by promoting recovery from 
general weakness. However, if the poisoning is not 
complete, recovery occurs frequently without treat- 
ment. Paralytic cases are commonly and rapidly fatal. 
To promote recovery from the general weakness com- 
monly accompanying nonfatal cases of nicotin poison- 
ing, complete rest and drinking strong black coffee 
will generally suffice. In any case, the treatment of 
acute nicotin poisoning must be early and speedy to 
be effective: if the poison has been, swallowed, gastric 
lavage with potassium permanganate (1:2000) solu- 
tion (especially if vomiting has not occurred) rest, 
external heat, and strong hot coffee; artificial respira- 
tion, caffein and digitalis, if necessary. Caffein is a 
safer respiratory and central stimulant than strychnin. 
If the poisoning has occurred from parenteral ad- 
ministration, permanganate is not used, but reflex and 
direct stimulation of the respiration and circulation, 
and the use of general supportive measures, are 
indicated. mn 
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Mr. Stevenson (Closing).—Though it may not be 
generally admitted that the systemic effects of to- 
bacco smoke are not due essentially to nicotin, one 
should not ignore the fact that numerous active com- 
pounds are formed on the pyrolysis of the nitrogenous 
constituents of tobacco. Of these nitrogenous bases, 
pyridin, the basic nucleus of the nicotin molecule, 
occurs in largest quantity. Popp and Contzen (Esti- 
mation of Nicotin in Tobacco and Tobacco Smoke, 
Chem, Ztg., 46:1001-2, 1922) found that many of the 
alkaloidal precipitants cannot be used for the determi- 
nation of nicotin in tobacco smoke. This is particu- 
larly true of silicotungstic acid because this reagent 
also forms an insoluble compound with pyridin, which 
was found in considerable quantity and accordingly 
gave inaccurate results. Many textbooks of materia 
medica assert that pyridin, pyrrole, quinolin, and iso- 
quinolin occur in tobacco smoke. The physiologic 
action of pyridin is said to be similar to that of piperi- 
din, but more energetic. It produces paralysis of the 
motor nerves by its effect on the motor centers. There 
are. also destructive changes in the blood corpuscles, 
and paralysis of the heart. 

It was asserted that any psychic or euphoric effects 
are of no importance in acute poisoning. I do not 
agree with Wahl that pure nicotin alkaloid has a 
psychic effect, but the majority of information at my 
disposal agrees that a psychic reaction is to be ob- 
tained from tobacco smoke. My object in drawing 
attention to the physiologic action of the products of 
pyrolysis of tobacco and the psychic action of tobacco 
smoke is to emphasize the all too common error of 
considering nicotin poisoning as synonymous with to- 
bacco poisoning. This should not be considered true 
any more than we might consider the action of opium 
as being identical with that of any one of its con- 
stituent alkaloids. 


It is hoped that the researches of Doctor Thienes 
will clear up some of the inconsistencies that occur in 
regard to suitable physiologic antagonists to nicotin 
poisoning. 
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MUSCULAR FATIGUE, MUSCLE STRAIN 
AND MUSCLE CRAMPS* 


By Rupo_tpu Marx, M. D. 
Los Angeles 


HE muscle as an energy-producing engine 

equals in efficiency the best man-made motor. 
Up to 35 per cent of the chemical energy used 
up during its action is transformed into useful 
power—the same as in the Diesel motor. The 
comparative efficiency of a modern steam-engine 
is only about 25 per cent; of a gasoline motor it 
is still less. 

The main sources of muscular energy are gly- 
cogen and phosphagen. During exercise glycogen 
is changed into lactic acid, and phosphagen is 
broken down into creatinin and phosphoric acid. 
This process is accompanied by an increase of 
acidity. However, during the period of “recovery” 
these chemical processes are reversed, as in the 
charging of a battery. Under normal conditions 
this restitution is accelerated and completed by 
addition of oxygen. 


MUSCULAR FATIGUE 


Accumulation and insufficient removal of the 
decomposition products of muscular activity lead 
at first to a transient condition of increased irri- 
tability, followed by lessened irritability of the 
muscle cells, The latter state of more or less com- 
plete loss of muscular irritability and contract- 
ability is called “fatigue.” 

After the appearance of marked fatigue, a 
muscle usually shows improvement of irritability 
if it is given a short rest. But depending upon 
the age of the individual and condition of “train- 
ing,” intervals of some hours and even days may 
he required before a fatigued muscle regains the 
full capacity to perform its work. 

If the fatigue-creating substances of a muscle 
overflow into the general circulation, or are ex- 
perimentally injected into animals, they produce 
symptoms of general fatigue. The first effect is 
the depression of other muscles, including the 
muscles of the heart and blood vessels. This in 
turn leads to a diminution of circulation and oxi- 
dation and the vicious cycle of added fatigue. The 
functioning of the nerve cells and the central 
nervous system also suffer—directly by the fatigue 
substances and indirectly by diminished oxidation 
(except the breathing center, which is stimulated 
by the increased carbon-dioxid tension). This 
results in the impairment of muscular power, 
tempo and coordination of intentional and un- 
intentional motion and motion sequences. 

By repeated exercise (“training”) the muscle 
is made to gain in size, tonus, strength, and power 
of recuper ration. Its fibers grow larger, storing 
up more glycogen; the size of its blood vessels 
and the amount of blood circulating in it increase, 
and the acid-binding power of the muscle proteins 
seems to grow. (The muscles of the heart respond 
in a similar way.) 


* This outline was prepared from various sources for the 


consideration of the Medical Committee of the Olympics 
at Los Angeles. 
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MUSCULAR STRAIN 


If stimulation of the muscle is continued after 
the state of fatigue is reached the muscle is apt 
to be damaged and “muscular strain” results. 
After the muscle has used up its own reserve 
material, eventually other glycogen brought up 
from the liver, and also its alkaline buffer sub- 
stances, less suitable protein material of its cells 
may be called upon to produce energy and chemi- 
cal balance. The evidence of this fact is the 
increased nitrogen output which results from ex- 
hausting exercise. If these destructive processes 
are permitted to go beyond a certain point, they 
produce more or less far-reaching physicochemical 
alterations in the muscle tissue. These changes 
are often accompanied by an inflammatory re- 
action, edema, and stiffness. The popular name 
for this condition of strain of muscles and muscle 
groups is “charleyhorse.” The extreme possible 
consequences of such a state are muscular atrophy 
and contraction, which, however, occur only in 
rare instances. 

In this connection it may be interesting to men- 
tion that the physicochemical alterations in the 
muscle substance, produced by extreme strain, 
seem to approach closely the changes seen in post- 
mortem rigor. It is known that the muscles of 
persons dying after exhaustive efforts or from 
tetanus develop the condition of rigor mortis im- 
mediately or shortly after death; whereas the same 
process normally takes several hours to develop. 

Muscular strain is apt to leave the muscles in 
a condition of increased irritability, with a tend- 
ency to cramps. By the term “muscular cramps” 
we understand involuntary painful spasms of 
muscles. 


MUSCLE CRAMPS 


Muscle cramps are usually brought on by sud- 
den, exaggerated or wrongly directed impulses 
when a muscle action does not meet the antici- 
pated amount of resistance or is not checked by 
the controlling antagonistic muscles, as is normally 


the case. After producing a maximum contrac- 
tion the superfluous amount of muscle energy 
liberated by the disproportionate impulse is con- 
verted into a muscular spasm. This implies that 
a muscular spasm surpasses in intensity a volun- 
tary muscular contraction. That part of the 
energy produced by it which is not converted into 
labor is transformed into heat. 

The disposition to involuntary sudden contrac- 
tions is increased in muscle groups which are in 
an advanced state of special training. They are 
conditioned to immediate response; their action 
has become almost automatic and reflex-like, and 
the slightest stimulus can make them contract. 
Then, as mentioned before, the irritability of 
muscles is also increased by a certain concentra- 
tion of fatigue products. 

In swimming the inhibiting effect of the cold 
on the peripheral circulation can also contribute 
to the disposition to cramps. The diminished 
circulation may be insufficient for the oxidation 
and removal of waste material in muscles, leading 
to ischemic pain and tendency to spasms. 
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PREVENTION AND TREATMENT 


It is easy to understand that prevention of the 
conditions mentioned is only possible to a limited 
degree. And little can be said about their pre- 
vention and treatment that experienced trainers 
do not know. The theories merely support the 
practical rules of training which were found em- 
pirically. 

To mention these briefly. The training work 
should be started with small demands and in- 
creased gradually. Sufficient rest periods must be 
interspersed. No effort in training should be car- 
ried to the point of complete muscular exhaustion. 
Once the muscles have reached a state of severe 
fatigue or strain, they should not be exercised 
until they have fully recuperated. 

The process of recovery can be accelerated by 
the accepted methods known to stimulate the re- 
cuperation and circulation of the muscles, 7. e., 
heat in any form, and massage. 

1930 Wilshire Boulevard. 


THE OVARY OF THE RAT AFTER 
HY POPHYSECTOMY 


By Ouive Swezy, M.D. 
AND 
RIcHARD J. PENcHARZ, M.D. 


Berkeley 


UCH former experimental work has shown 

that the functioning of the ovary depends 
upon the presence of the hypophysis and its hor- 
mones. In another paper of this series it will be 
shown that an excess of these hormones has a 
depressing effect upon the growth of follicles and 
the production of new germ cells. A further study 
of the hypophysectomized rat reveals the rather 
surprising fact that the hypophyseal hormones 
in normal amounts, so necessary for follicular 
growth, also depresses ovogenesis or the produc- 
tion of new germ cells. 

Eight rats were hypophysectomized at varying 
times from twelve to ninety days before autopsy 
(see Table 1). The ovaries of these were serially 
sectioned and stained with uniform procedure for 
each. The ova and primordial follicles in the en- 
tire ovary were counted, with the few larger 
follicles: and corpora that were present, a single 
ovary being used from each rat. The results of 
these counts are shown in the appended table. 

After hypophysectomy the ovary of the rat rap- 
idly shrinks to a small size. In the ovaries we have 
studied, from four to thirty corpora lutea were 
present, the remainder of the ovary being filled 
with interstitial tissue and primordial follicles and 
ova. The corpora are remarkably persistent struc- 
tures in these ovaries, Smith' found that corpora 
one-half millimeter in diameter were still in evi- 
dence at nine and one-half months after the opera- 
tion. Although, in our own rats, evidences of 
regressive changes have appeared in all of the 
corpora, yet the size undergoes relatively little 
diminution in the first fifty days following the 
operation. In rat 1130, the largest corpus was 
about one-half that of the early part of pregnancy. 
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TAaBLe 1.—Ova and follicles in hypophysectomized 
rats. 


ee 


Days 
After 
Hypophy- 
sectomy 


Ova and 
Primordial 
Follicles 


Corpora Total 


12 2822 
20 4311 
35 4100 
50 3927 


2852 
4334 
4130 
3931 
4703 
5010 
4724 
3622 
1351 


50 right $681 





Those that were pregnant at the time of the opera- 
tion show slightly larger corpora than were pres- 
ent in the nonpregnant rats. The number de- 
creases by the end of fifty days, those that persist 
being probably the last “crop” which ovulated. 

Interstitial tissue increases with the gradual dis- 
appearance of the older corpora and large follicles 
in these ovaries, and, in most cases, shows de- 
generative changes in the nuclei. In addition to 
that formed from degenerating follicles and cor- 
pora, the germinal epithelium also adds to the sup- 
ply by the formation of groups of cells which 
are indistinguishable from other interstitial cells 
after they have severed all connection with the 
epithelium. This is relatively rare and is the same 
process that occurs normally during both the preg- 
nant and nonpregnant periods. 


The production of new germ cells is abundant 
in the ovary of the hypophysectomized rat. When 
the number of these was counted, it was found 
that the amount of ovogenesis, as shown by the 
number of ova and primordial follicles, was greater 
than is found in the ovary during the normal 
oestrous cycle or in pregnancy, the number pro- 
duced being from two to three times that found 
in the normal rat. These counts are shown in the 
table. The germinal epithelium shows active pro- 
liferation of single ova as well as epithelial cords 
from which ova are developed, processes similar 
in every respect to those found in the normal 
rat.? 

In the small follicles, which may occasionally 
reach a fairly large size (270 microns in diameter 
in rat 1130 at day 90), with six or eight or even 
more rows of cells in the granulosa, growth, as 
shown by the number of mitoses in the cells of 
the granulosa, seems to be about as rapid as in 
the normal ovary. As many as a dozen or more 
mitotic figures may be seen in one section of a 
follicle 200 microns in diameter. These evidences 
of normal growth in small follicles, combined with 
the amount of active proliferation from the ger- 
minal epithelium, seem to establish the fact beyond 
doubt that the large number of ova and primordial 
follicles found in these ovaries is not an accumu- 
lation over long periods of time, but is the result 
of an actually greater rate of ovogenesis than 
occurs in the normal rat. This increase evidently 
begins a short time after hypophysectomy and 
seems to be due to the withdrawal of the hormones 
of the hypophysis. 
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‘The amount of atresia in the small follicles and 
ova also offers further evidence to establish this 
point. Very many ova degenerate before the 
primordial stage is reached, a few follicle cells 
only being present. Those that reach a larger 
size soon degenerate, resulting in the presence of 
much interstitial tissue. Mitotic division of the 
nuclei, even to the formation of typical polar 
bodies or of several larger cells, is frequent in 
these atretic follicles as in those of the normal rat. 
Such an amount of atresia would not take place if 
only the normal number of new germ cells were 
being formed, with a slow accumulation to pro- 
duce the large number actually present. 


In this group of rats four were pregnant at the 
time of operation, this occurring at the ninth and 
twelfth days of pregnancy. There were no dif- 
ferences, either in morphology or in the rate of 
ovogenesis, between these and the remainder of 
the group which were nonpregnant at the time of 
operation, except in the size of the corpora, the 
latter having the smaller corpora. 

One ovary was removed from one rat at the 
fiftieth day after hypophysectomy and the remain- 
ing ovary secured at the sixty-fourth day. When 
the ova and primordial follicles were counted it 
was found that more ova were present at the latter 
date, but this probably represents only a normal 
variation. 

A further discussion of the significance of these 
findings will be given in subsequent papers. 

Institute of Experimental Biology, 

University of California, Berkeley. 
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CORONARY DISEASE—-ITS PATHOGENESIS* 


By NewrTon Evans, M.D. 
ALFrep C, Amster, M. D. 
AND 
WILLIAM Dopson, M. D. 


Los Angeles 


Discussion by William H. Leake, M.D., Los Angeles; 
Donald J. Frick, M.D., Los Angeles; Eugene S. Kilgore, 
M.D., San Francisco. ° 


HIS contribution is concerned principally with 

the etiology and pathogenesis of lesions of the 
coronary arteries. It is based largely on a review 
of the records of 8,500 autopsies. Three groups 
of heart lesions have been segregated, first 114 
cases of recent coronary occlusion, second 58 cases 
in which the heart showed evidence of healed in- 
farction, and third, 135 cases of diffuse myo- 
cardial fibrosis without definite localized scarring. 


OUTSTANDING FEATURE OF CORONARY 
DISEASE 


The outstanding feature of coronary disease is 
the presence of arteriosclerosis (intimal athero- 


* Read before the joint meeting of Pathology and Bac- 
teriology and General Medicine sections of the California 


Medical Association at the sixty-first annual 


session, 
Pasadena, May 2-5, 1932. 
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sclerosis) involving greater or less portions of the 

coronary arteries with consequent lessening of the 
blood stream, and often associated with throm- 
bosis resulting in complete obstruction. These dis- 
turbances profoundly influence the function and 
structure of the cardiac muscle. Other lesions 
such as syphilitic arteritis and embolism occur less 
frequently. 

The importance of organic heart disease needs 
no emphasis. Of the recognized types of heart 
disease the group including the hypertensive dis- 
turbances and the coronary lesions is by far the 
largest. This group of heart cases is often said 
to have “chronic myocarditis.” It would seem that 
from both the pathological and clinical viewpoint 
the use of this term should be discouraged and 
more accurate terminology used. 

The American Heart Association’ uses the 
term “arteriosclerotic heart disease,” their defini- 
tion appearing to lack in clarity and definiteness 
and seemingly including the concept of systemic 
arteriosclerosis as well as sclerosis of the vessels 
of the heart itself. From the standpoint of the 
pathologist it would seem preferable to confine the 
term to those hearts exhibiting localized athero- 
sclerosis. It is recognized that coronary arterio- 
sclerosis of high grade may occur without any 
marked sclerotic changes in other parts of the 
body; and, conversely, that generalized arterio- 
sclerosis of high grade may exist without any seri- 
ous involvement of the vessels of the heart. The 
series here studied supports this view. 


CAUSATIVE FACTORS OF ARTERIOSCLEROTIC 
DISEASE 

Assuming that the characteristic lesion of coro- 
nary heart disease is the sclerosis of these arteries, 
it is obvious that the essential causative factor is 
the underlying cause of arteriosclerotic disease, 
whatever that may be. Much has been written, 
but there is no general agreement among students 
of medicine as to its cause. Is it the pressure of 
the circulating blood? Is it some toxic agent, 
organic or inorganic? Is it an inherent defect of 
metabolism? It is quite generally recognized that 
we have no definite evidence incriminating lead, 
alcohol, tobacco, or bacterial toxins. We do know 
that often several members of the same family are 
victims of coronary disease, suggesting a heredi- 
tary tendency. 

There are some facts which seem to support 
the contention that the intravascular tension is an 
essential factor. These include the fact that 
arteriosclerosis of the systemic circulation is al- 
most universal in old age; but that normally 
the pulmonary arteries, with their lower blood 
pressure, are unaffected. On the other hand, in 
circulatory disturbances which result in abnor- 
mally high pressure in the pulmonary circulation, 
arteriosclerosis does occur in those arteries. In 
hypertensive disease arteriosclerosis occurs at a 
younger age than otherwise. These observations 
lead to the assumption that arteriosclerosis may 
result on the one hand from long-continued nor- 
mal pressures or, on the other hand, occur more 
quickly in the presence of abnormally high pres- 
sures. 
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RELATION TO ARTERIAL 
ILYPERTENSION 


Levine in his mono- 
graph on coronary throm- 
bosis makes the rather 
surprising statement that 
“a previously existing 
hypertension is probably 
the most commonly seen 
etiologic factor in the 
development of coronary 
thrombosis” but that 
hypertension is not an es- 
sential factor, as is indi- 
cated by a sufficient num- 
ber of patients who are 
known not to have had 
hypertension. 

The categorical state- 
ment that hypertension 
is a cause of coronary 
thrombosis would seem 
to deserve some consider- 
ation, Other types of 
arteriosclerotic accidents, 
such as cerebral throm- 
bosis and cerebral hemorrhage and arteriosclerotic 
gangrene of the extremities, are analogous to coro- 
nary accidents. These may occur in patients who 
do not have and have not had marked arterial 
hypertension. If hypertension per se can be shown 
to be an important factor in producing athero- 
sclerosis, we should have to accept the opinion 
that it is a factor in coronary disease. In Levine's 
series of 145 cases of coronary occlusion (forty- 
six of which were proved by autopsy) 40 per cent 
were known to have had hypertension. (For this 
purpose he included those cases having systolic 
of 160 or more, or diastolic 100 or more.) Among 
our 114 autopsied cases of recent occlusion there 
were seventy-two in which blood pressures were 
recorded and of these 44 per cent had hyper- 
tension as just defined. 


The almost constant occurrence of cardiac 
hypertrophy as is indicated by our data, as well 
as the high incidence of clinical hypertension, 
make it clear that there is a definite relation be- 
tween hypertension and coronary disease. The 
average heart weight of the entire series, excluding 
those cases with valvular lesions of the heart and 
adhesive pericarditis, was 520 grams in the male 
and 469 grams in the female. This hypertrophy 
was chiefly of the left ventricle and was presuma- 
bly due to hypertension, 

It is well to attempt to define the place occupied 
by coronary artery disease in the great group of 
cardiovascular diseases. The nature of its relation 
to the hypertensive group is open to question. Ac- 
cording to present views, essential hypertension 
is bound up with the lesion called arteriolar scle- 
rosis (Gull and Sutton’s? arteriocapillary fibro- 
sis). On the other hand, coronary disease is 
clearly the immediate result of atherosclerosis of 
the coronary arteries, and thus constitutes a part 
of that important group of cardiovascular dis- 
sases of which the other most notable examples 


Anterior 
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Posterior 


Fig. 1.—Diagrammatic illustration of the three usual sites of cardiac infarction in 
relation to the main branches of the coronary arteries. 


are cerebral thrombosis and cerebral hemorrhage, 
thrombosis of the large arteries of the lower 
extremities resulting in arteriosclerotic gangrene, 
and the less frequent cases of mesenteric artery 
thrombosis. 

Age.—The average age at death from coronary 
occlusion is in the early sixties. In our series the 
average for men was sixty-three and for women 
sixty-two years. Death rarely occurs under forty 
and is almost unknown under thirty. In our series 
there were three cases under forty (and at the 
other age extreme six cases over eighty). These 
facts, of course, are consistent with the known 
incidence of arteriosclerotic changes in general. 
Very rarely coronary occlusion by thrombosis 
occurs in children or even infants. Such a case 
was recently reported by Ramsey and Crumrine.* 
A child of four months was shown to have died 
as a result of coronary thrombosis with infare- 
tion following a severe respiratory infection which 
occurred one month previously. It is obvious that 
in children and infants the cause of the thrombosis 
is a purely inflammatory lesion and not a typical 
atherosclerosis. 

An important consideration in age relationship 
is the probability that the cardiac circulation be- 
comes better able to accommodate itself to an 
occlusion as age advances. The changes occurring 
in the coronary circulatory apparatus from child- 
hood to old age have been beautifully portrayed by 
Gross * in his classical monograph on “The Blood 
Supply of the Heart.” His illustrations, based 
upon injection and corrosion preparations as well 
as upon radiographs of injected hearts, make it 
clear that certain characteristic alterations occur. 
Among these are the great increase in tortuosity of 
the large and medium-sized arteries, which change 
is probably related to those conditions which lead 
to the occurrence of occlusions. On the other hand, 
those changes which presumably enable the heart 










































































































































































































































































100 


to better withstand the effects of these occlusions 
are a marked increase in the size and probably the 
number of anastomosing arterial channels. These 
latter are most easily demonstrated in two loca- 
tions, first in the interventricular septum, and sec- 
ondly in the epicardial fat which normally greatly 
increases with age. The anterior portion of the 
interventricular septum is regularly supplied by 
the descending branch of the left coronary artery, 
the posterior portion by the right coronary artery. 
Gross’s pictures show an immense increase in the 
connecting arterial channels within the septum in 
the aged. The epicardial fat also gradually be- 
comes filled with a network of small arterial chan- 
nels which evidently may serve as a means of 
collateral circulation between the larger branches 
of the coronary arteries. 

Statistically our cases would seem to harmonize 
with the assumption that the older heart succumbs 
less quickly to a coronary occlusion. Obviously 
a visible infarction following occlusion requires 
time to develop; those cases dying within a few 
hours exhibit no myocardial changes, while those 
living for a longer period present detectable areas 
of necrosis. Our group of hearts showing recent 
thrombosis with evident infarctions averaged 63.3 
years of age, while those having recent thrombosis 
but without infarction averaged 59.9 years. 





CALIFORNIA AND WESTERN MEDICINE 















Vol. XX XVIII, No. 2 


Another protective factor in the circulation of 
the heart in persons in the coronary age period 
is assumed to be an acquired capacity of the The- 
besian veins to compensate for coronary inade- 
quacy. The fact that certain hearts may continue 
to function after almost total occlusion of both 
coronary arteries makes it appear that some other 
means of circulation must exist; and these minute 
vessels may furnish the explanation. However, 
satisfactory evidence of this is not as available as 
is that pertaining to the communicating mecha- 
nism in the coronary septum described by Gross. 

Sex.—All observers have noted the remarkable 
preponderance of males over females in coronary 
disease. In the present series (114 cases of recent 
occlusion) there are more than three times as 
many men as women. 


Diabetes——The frequent association of coro- 
nary accident with diabetes has been noted by 
many observers. Some have assumed that there 
is some direct relationship between the two con- 
ditions ; but as pointed out by Levine ® those vic- 
tims of coronary disease who also have diabetes 
do not die at any younger age than those without 
diabetes, which seems to indicate that the diabetic 
condition does not hasten the fatal outcome of 
coronary disease. Our figures are in agreement 
with this observation, Of the 114 recent occlu- 
sions only approximately nine 
per cent had clinical diabetes 
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Fig. 2.—Graphs showing age and sex distribution of coronary disease in 
Group A—114 cases of recent coronary 
infarctions. 


305 cases occurring in 8,500 autopsies. 
occlusion. Group B—58 cases presenting healed 
135 cases of diffuse myocardial fibrosis. 






this group of cases of luetic 
aortitis, is presumably negligible. 
In the series (305 cases of coro- 
nary disease) here reported, 10 
per cent had positive Wasser- 
mann tests. The incidence of 
positive Wassermanns in the hos- 
pital population and in cases com- 
ing to autopsy is probably only 
slightly less than this figure. The 
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investigators that in a large proportion of persons 
with myocardial fibrosis the condition is etiologi- 
cally related to syphilitic infection, which is said 
to be a latent type or stage of syphilis. This ap- 
pears to us improbable. That the Wassermann 
test is reliable as an indicator of syphilitic heart 
disease (aortic valvulitis) and syphilitic aortitis is 
shown by the fact that in the series of 136 cases 
of leutic aortitis and syphilitic heart disease in our 
autopsy records, 90 per cent of those tested show 
a positive Wassermann. 

From our data we are unable to determine any 
etiologic importance of any other infectious dis- 
eases or foci of infection. The same is true re- 
garding personal habits in relation to alcohol and 
tobacco. However, it is interesting to note that 
in Group A (112 cases of recent thrombosis or 
infarction) there were eight cases in which cardiac 
symptoms began during or immediately following 
an infectious disease. The infectious disease was 
influenza in five cases, and pneumonia, erysipelas, 
and peritonitis in one case each. This incidence 
is no more than may be accounted for by coinci- 
dence. Influenza was the most frequent acute 
infectious disease recorded in the past histories in 
the entire series of cases. Pneumonia came next 
in frequency. 

Coronary Embolism.—There were nine cases, 
all in males. The age varied from twenty-four to 
seventy-one years and averaged forty-three years. 
The Wassermann reaction was negative in all. In 
eight cases the source of the embolus was an acute 
bacterial endocarditis of the mitral or the aortic 
valve superimposed upon a chronic deforming 
endocarditis. The emboli were small and caused 
infarctions less than two centimeters in diameter. 
In the ninth case the embolus was apparently 
from a thrombus attached to the endocardium of 
the left ventricle and resulted in complete occlu- 
sion of the left coronary artery. 

The anatomical distribution in the heart of typi- 
cal areas of infarction and the usual location of 
the points of occlusion in the branches of the coro- 
nary arteries are shown in the accompanying illus- 
tration (Fig. 1). It is generally accepted that by 
far the most common location of acute occlusion 
is in the anterior descending branch of the left 
coronary ; and that the corresponding cardiac area, 
the apex and anterior wall of the left ventricle, 
is most frequently infarcted. Accordingly this 
arterial branch is considered “the artery of car- 
diac infarction” and has been looked upon as the 
“artery of sudden death.” It is generally accepted 
that the wall of the left ventricle is the only por- 
tion of the heart which is subject to infarction 
except as the necrotic areas of the left ventricle 
extend in a minor degree into adjacent portions 
of the right ventricle and particularly into the 
interventricular septum. A rare case’ of ‘rupture 
of the wall of the left auricle, presumably from 
infarction associated with thrombosis of both 
coronary arteries, has been reported. Barnes and 
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Ball,’ in a‘series of forty-nine autopsies, found 
that occlusion of the anterior descending branch 
of the left coronary was not much more frequent 
than occlusion of the right coronary with its 
characteristic infarction of the posterior wall of 
the left ventricle; the anterior descending branch 
being occluded twenty-eight times and the right 
coronary twenty times. They contend that if more 
careful inspection of the heart were made at au- 
topsy, the great apparent preponderance of left 
anterior branch lesions would be found not to 
exist. In our series the relative frequency was 
ninety-six cases involving the left anterior branch 
and twenty-four involving the right coronary. 


SUM MARY 

From our review of possible etiologic factors 
presented in the records of coronary occlusion 
occurring in a series of 8,500 autopsies we con- 
clude that: 

1. The great majority are caused by coronary 
artery atherosclerosis and resultant thrombosis. 

2. Much less frequently do embolism and syphi- 
litic arteritis play a part. In about 10 per cent of 
cases of syphilitic aortitis, marked narrowing of 
one or both coronary orifices results; but rarely 
if ever does the lesion extend very far beyond 
these orifices. 

3. Very rarely, as in some instances in child- 
hood, do inflammatory changes without arterio- 
sclerosis serve as a focus for thrombosis. 


4. Arterial hypertension with resultant cardiac 
hypertrophy characterizes a large proportion of 
these cases. 

5. The average age at death is sixty-two or 
sixty-three years. 

6. There is a remarkable preponderance of men 
over women who succumb to this disease; in this 
series, three and two-tenths to one woman. 


7. The condition is frequently associated with 
diabetes, but coronary cases with diabetes do not 
die earlier than those without diabetes. 


8. No etiologic relationship could be determined 
for infectious diseases or foci of infection nor 
for the use of alcohol or tobacco. 

1100 North Mission Road. 
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DISCUSSION 


WuuiaM H. Leakg, M. D. (1930 Wilshire Boulevard, 
Los Angeles).—This careful review of autopsy records 
is of value in furnishing data which strengthen our 
present conception of the possible etiologic factors in 
coronary disease. In the light of our present knowl- 
edge it is evident that the incidence of this crippling 
and fatal disease can be lessened only by the preven- 
tion of atheromatous changes in the blood vessels. Al- 
though the average age of death in this series is about 
sixty-two years, it must be remembered that coronary 
thrombosis occurs with alarming frequency in much 
younger individuals. 

It is generally conceded that syphilis plays little 
part in the causation of coronary thrombosis inasmuch 
as it does not involve the course of the coronary arte- 
ries. The symptoms of coronary disease frequently 
associated with syphilitic aortitis may be explained by 
the narrowing of the orifices of the arteries, as noted 
by the authors in some of their cases of luetic heart 
disease. 

Clinicians are beginning to believe that heredity 
plays a definite part in the etiology of coronary dis- 
ease. One is impressed by the number of patients 
whose family histories reveal a high incidence of de- 
generative cardiovascular conditions. 


Infarction of the myocardium in practically every 
instance occurs primarily in the wall of the left ventri- 
cle, and this holds true in occlusion of the right coro- 
nary artery as well as the left. The reason for this is 
demonstrated clearly by the illustration in Figure 1. 


It has been only during the past fifteen years that 
serious attention has been paid to the study of coro- 
nary disease. In spite of extensive investigation by 
many capable clinicians during this relatively short 
period, the fact remains that much confusion still 
exists concerning its etiology. 


J) 
ro) 


Donatp J. Frick, M. D. (804 Medical Office Building, 
Los Angeles).—This presentation, based on autopsies 
in a large number of patients showing coronary dam- 
age, is of utmost importance. The analysis of the 
possible predisposing causes gives us more data for 
future study and possible prevention of this most dis- 
astrous condition. 


Arteriosclerosis, as we have known for a long time, 
is the principal cause of coronary artery narrowing or 
occlusion; syphilis and embolism being rare causes of 
complete or partial occlusion. Syphilitic damage we 
have in our power to prevent. Embolism can be made 
a negligible factor by proper care in infectious disease 
and following surgery. 


The prevention of arteriosclerosis is a much more 
difficult problem, as our knowledge of its production 
is based more on theory than on facts. Overstrain in 
hypertension, as suggested by Doctor Adami, is prob- 
ably a definite factor. We know, however, that, as 
Doctor Evans has stated, arteriosclerosis may be gen- 
eral or local and be accompanied by either a normal 
or high blood pressure. In this last group, chronic 
infection seems to play a leading réle. Heredity cer- 
tainly is a large factor in the production of early and 
progressive changes in the vessel walls. The incidence 
of coronary disease can only be lessened by preventive 
measures. 

& 


Eucene S. Kitcore, M. D. (490 Post Street, San Fran- 
cisco).—The value of the authors’ contribution is in 
their clear and authoritative portrayal of the essential 
pathology of coronary disease—with all its baffling 
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aspects to the practitioner who desires to do some- 
thing about it. There is much to be done for patients 
with acute coronary occlusion (this I have already 
discussed in CALIFORNIA AND WESTERN MepiciNngE, De- 
cember 1932, page 393, and several facts are now 
known about the more important question of prophy- 
laxis. We can even write some excellent prescriptions 
for the prevention of arteriosclerosis including coro- 
nary disease, but it will be a long time before our 
civilization provides adequate means for dispensing 
them. By far the most important is to choose better 
ancestors. This probably covers 90 per cent of the 
problem, and the remaining 10 per cent has to do 
mainly with moderation in eating and avoidance of 
the overstrenuous life. Syphilis and other infections, 
though damaging enough in other ways, have little 
to do with this particular condition. Tobacco occa- 
sionally precipitates symptoms from already diseased 
arteries, but its rdle as a direct cause of arterial de- 
generation is small if it exists at all. Alcohol is un- 
important in this connection. Another possibility in 
the prophylaxis of the thrombotic vascular accidents 
is the lessening of blood coagulability. A diet for this 
purpose has been suggested, but the subject deserves 
further study. 


THELUREOF MEDICAL HISTORY™* 


NICOLAI LEONICENI (LEONICENUS)* 


By Fevix Cunna, M.D. 
San Francisco 


& PUSTULZ: in obscenis partibus orientes, que 
postea per totum corpus, ac precipue in facie, 
cum dolore se dispergunt.” 


Translation—*“An eruption originating in the 
private parts, which later spreads throughout the 
body, to the face especially, accompanied with 
pain.” 

These few lines were written in 1497 by Nico- 
laeus Leonicenus, 1428-1524, A. D., a physician 
of Vicenza, and constitute one of the earliest de- 
scriptions of syphilis. Although brief, it is to the 
point, and while considerable has been added to 
the description since then, it stands in medical 
annals as one of the first observations. 

At that time, 1497, considerable controversy 
existed in Europe as to the origin of syphilis and 
its appearance in Europe, and the battle waxed 
furious. The Italians called it the “French dis- 
ease” and the French called it the “Neapolitan 
disease” and traced its first appearance to the 
sailors of Columbus after they had returned from 
their voyage of discovery. As can be seen from 
the accompanying title page, Leonicenus writes 
under the heading: “Vicenti de epidemia quam 
Itali morbum gallicum, Galli vero Neapolitanum 
vocant.” 


Leonicenus was one of the first of the great 
medical humanists who were active immediately 


*A Twenty-five Years Ago column, made up of excerpts 
from the official journal of the California Medical As- 
sociation of twenty-five years ago, is printed in each 
issue of California and Western Medicine. The column is 
one of the regular features of the Miscellany Department 
of California and Western Medicine, and its page number 
will be found on the front cover index. 


+ From author’s collection of medical incunabulze 
old medical books. 


and 


























































RE 


eee 


February, 1933 








NICOLAI LEONI 


CENI VICENTINI, PHILOSOPHI 
& Medici clariffimi,opufcula:quorum ca 
talogum uerfa pagina indicabit. 


Per D, AndreamLeennium Medicum,a multis quibus fcatebantt 
uinjs,repurgata,atque annotatiunculis illuftrata, 


Cum gratia & priuilegio Cafareo, 


BASILE AE 


M. D XXXII 






Fig. 1.—Title page. 


following the invention of printing. Not much 
was known of him as a physician or as a man. He 
made no discoveries in medicine, neither was he 
known for any great or dramatic cures; through- 
out the greater part of his life he did not even 
practice medicine but lived as a hermit in Ferrara. 
As a scholar, however, he was admitted to be one 
of the best of his time, thoroughly trained in 
the Latin tongue and most distinguished for his 
knowledge of secular literature. 

To Leonicenus the medical world is. indebted 


*NICOLAI LEONICENI 


VICENTINI DE EPIDEMIA, QVAM ITALI 
MORBVM GALLICVM, GALLI VERO N ke 
APOLITANVM VOCANT, 

LIBER. 


OVO $ Italie adueniffe morbos prioribus feculis ignoratos 
antiqua ztas credidit.Siquidem Plinius uir eruditiflimus,no 
Bs)| modo Italiz, fed uniuerfze feré Europa lichenas ante Claudiy 
SA) principatum incognitos fuille teftatur uigefimofexto de Hie 
i ftoria naturali libro,Ego uero de alijs Euiop2 partibus non 







plane habeo ftatutum quid fentiam, lilud pro certo affirmare 

oe ber Tss) aufim,multis antequa Claudius imperaret annis,lichenas fus 
iffe Grzcis familiares, quado Hippocrates autor gracus vetuftifimus cum mule 
tis alijs in locis, tum preefertim intertia particula Aphorifmorum, inmorborum 
zxftiuorum mentione,lichenum cOmeminit: ut mubi magis fiat uerifimle uexafle 
id malum etiam [raliam, quamuis fore longo temporum inteiuallo ante Claudie 
um , fed nondum Romano umperio ad exteras nauones prepagato, atc ideo mi 
nusagracis medicis Roma frequentata,defuifle eidem mort o ncmenclatores, 
Idcirco donec fine nomine perftitit, furfle interim obfcuriorem, fic uti poftea Claus 
dio imperante,iamGracis arubus ac pracipue medicinauigente in cwitate,liche 
Nas aig meniagram yocitantes fecerelluftsior€, Simile quodd4 noflio hoc — 
accidis 





Fig. 2.—Title page of Nicolai Leoniceni'’s description. 
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for a clearer knowledge of botany through his 
translation of Pliny’s Natural History and the 
correction of many errors occurring in Pliny’s 
descriptions. This was a dangerous procedure in 
those days, and it was no mean feat to challenge 
or dispute the teachings of one who was looked 
upon as almost a deity along with Galen and Aris- 
totle. It made for Leonicenus many enemies and 
brought much verbal and written abuse upon him, 
but it laid the foundation or cleared the way for 
the school of famous German botanists who 
sprang up at the German universities a generation 
later. The translation and correction of Pliny was 
published in Basle in 1492 and was entitled “De 
Plinii et aliorum medicorum erroribus liber.” It 
is said that the amount of abuse poured upon 
Leonicenus at that time may have influenced him 
and may account for the meagerness of his 
writings later. 

Historians record that Leonicenus did more to 
push medicine ahead, to shake it out of the rut 
it had been in for many years, than any other phy- 
sician of the fifteenth century. His other con- 
tributions were a famous translation of the Apho- 
risms of Hippocrates, and in the year of his death, 
1524, he had practically completed a translation 
of the entire works of Galen. 

Leonicenus died at the age of ninety-six. It 
is not recorded whether he attributed his old age 
to abstinence from wine, etc., but it is recorded 
that he attributed his health to freedom of thought 
and action, and that he boasted of having arrived 
at manhood still chaste, which was a considerable 
boast in the fifteenth century. It is said, however, 
that, despite his living to this great age, he was 
very frail and was subject to epileptic seizures. 

He had a profound influence upon students 
associated with him and imbued all of them with 
a desire to promulgate the New Learning. He 
gave to the medical men of his time, in their own 
language and in printed form, the teachings of 
the old masters. His works were thus available 
for translation into modern languages. His most 
famous pupil was Thomas Linacre, to whom he 
entrusted many translations. This was the same 
Thomas Linacre who in 1518 founded the Royal 
College of Physicians in London, still in existence. 

At different times in his life Leonicenus was 
professor of medicine in Padua, Bologna, and 
lerrara, but these intervals were short. Copies 
of some of his works exist in every large col- 
lection of old medical books and incunabula. 
Only a few years ago one of the largest and best 
collections in America was being shown to a visit- 
ing collector, who commented on there being no 
volume of Leonicenus in it. 


A plate here shown reproduces the frontispiece 
of a book published in Basle in 1532 by the au- 
thor, Andrean Leennium. The quotation is taken 


from Leonicenus’ book, “De Morbo Gallico.” 
450 Sutter Street. 
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CLINICAL NOTES AND CASE 
REPORTS 


PEPTIC ULCER* 
IN A PATIENT, AGE NINETY-SIX 


By Garnetr Cueney, M.D. 
AND 
L. H. Garianp, M. D. 
San Francisco 


PEPTIC ULCERS in aged people are not very 

common. In Hurst’s series of gastric ulcers in 
males (Barford: New Lodge Clinic) the average 
age at onset was forty-five, and the oldest patient 
seen was seventy-three. Friedenwald (Trans. 
Assn. Am. Phys., XXVIII) reports 0.3 per cent 
of peptic ulcers after seventy. The oldest patient 
in a series reported by Calwell (B. M. J., 1907) 
was sixty-seven. However, Bolton (“Ulcer of the 
Stomach,” 1913) mentions a case reported by 
Eppinger in a patient of one hundred and twenty 
(“Prager Vierteljahrsch,’” CXVI). Provided the 
latter gentleman’s memory can be trusted, this 
must be the oldest case on record. As we had an 
opportunity for fairly complete clinical and roent- 
genological studies on a patient aged ninety-six, 
and, finally, an autopsy examination, we thought 
the accompanying case worth reporting. 


REPORT OF CASE 


In October, 1928, a Swiss sailor, ninety-six years of 
age, reported to the hospital complaining of pains in 
his left leg. The family history was unimportant. He 
recalled no serious illnesses except typhoid at the age 
of eighteen. He had been put on a diet for arthritis 
for ten years, which was apparently free of meat and 
protein vegetables. He also stated that at times he 
had some discomfort in his stomach, but no pain and 
no real distress. 


Present Illness —After entering the hospital the pa- 
tient began to complain of regurgitation of sour fluid 
and discomfort in his stomach with occasional pains 
coming on about three hours after meals. These 
symptoms had been present on and off for ten months. 
He had no severe pains and no vomiting, but felt 
that his digestion was poor. He had never vomited 
any blood, and his bowels had been regular and the 
stools normal, 


Physical Examination—He was very alert mentally 
for his age, but showed marked arteriosclerosis. Many 
of his teeth were carious. The abdomen was relaxed, 
but there was marked tenderness in the epigastric re- 
gion. No mass was palpable, but peristaltic waves 
were evident in the epigastrium at times. Otherwise 
nothing unusual was made out. 


Laboratory Examination —Blood count and urinalysis 
were normal. The stool was not remarkable. Three 
gastric test-meals were done, using both alcohol and 
histamin as stimulants. The free acidity in the fasting 
contents reached 62 degrees, and the total 73 degrees. 
The highest acidity thirty minutes after the alcohol 
test-meal was 35 degrees free acidity, and 50 degrees 
total acidity. After histamin the free acidity rose to 
87 degrees, and the total to 96 degrees. The volumes 
were large after the first gastric analysis, reaching a 
total of 700 cubic centimeters, which contained food 


*From the Stanford University Service, the Laguna 
Honda Home Infirmary, San Francisco. 


* Read before the San Francisco County Medical Society. 
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remnants. 
the ferments (pepsin and rennin) 
normal amount. 


No bile and no blood were present, and 


were present in 


Roentgen Examination.—(Gastro-intestinal series) : 

August 16, 1929. The chest is negative. The stom- 
ach is dilated, slightly low in position and contains a 
large semifluid nonopaque residue. After giving some 
barium, the lesser curvature near the antrum is seen 
to be irregular. Since the patient is not well enough 
to permit detailed examination, the exact nature of 
this irregularity cannot be fully studied. At six hours 
there is a gastric residue of about 70 per cent; the rest 
of the barium lies in the lower ileum. Conclusion: 
Partial pyloric obstruction; probable ulcerative lesion 
close to the pylorus. 

September 23, 1929. The stomach does not appear 
dilated at the present time, but a small amount of 
fluid is present. As before, peristalsis is poor and 
emptying is slow. The pyloric zone is a little wider 
at this time and the irregularity of the lesser curva- 
ture less evident. At six hours there is a moderate 
residue present. Conclusion: Ulcerative lesion 
to the pylorus. 


close 


Course—The patient was put on a Sippy regimen 
and gradually became free of symptoms and was sur- 
prisingly comfortable, although gastric analysis and 
further roentgen examination showed that his pyloric 
obstruction was not very much altered. He gained 
weight and after six months he left the hospital ward 
and became an ambulatory patient of the institution. 
He remained on a modified Sippy diet and had no 
gastric complaints. 

Six months before his last hospital entry he was 
reported to have had a right hemiplegia of sudden 
onset, which cleared up quite rapidly. Six months later 
he showed only slight evidences of residual paralysis, 
but he reéntered the hospital with a cold. He com- 
plained then of difficulty of keeping his food down, and 
had occasional vomiting. He developed a_ broncho- 
pneumonia; vomiting became more marked and his 
general condition was too poor to warrant special 
investigations. He died of bronchopneumonia ten days 
after hospital entry. 


Clinical Diagnosis.—(1) Arteriosclerosis. (2) Peptic 
ulcer with pyloric obstruction. (3) Bronchopneumonia, 
terminal. 


Autopsy Abstract.—The postmortem findings con- 
firmed the clinical diagnoses. The chief point of inter- 
est was the lesion in the stomach. 

There is a punched-out ulcer on the posterior wall 
of the stomach, 4 centimeters proximal to the pylorus; 
the ulcer is penetrating, and measures 1.0 by 1.5 centi- 
meters. Microscopic examination reveals no evidence 
of malignancy. There is a small membraneous nodule 
about 2 centimeters away from the border of the 
ulcer; this is a lipoma on section. 

210 Post Street. 

450 Sutter Street. 


REMOVAL OF TATTOO MARKS 
REPORT OF CASE 


By Netson Paut ANDERSON, M. D. 
Los Angeles 


HE following case is presented simply to indi- 
cate what type of result may be expected in 
the removal of a tattoo mark. 

Miss A. W., age twenty-three, had had a tattoo 
mark on the left upper arm for five years (Fig. 1) 
which she desired to have removed. 

The method employed was that of Variot. This 
technique, fully described by Shie,! consists in intro- 
ducing into the design, as if a tattooing operation were 
being done, a 50 per cent solution of tannic acid in 
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water. The tannic acid solu- 
tion must be freshly pre- 
pared. The tattooing should 
always be done through 
the tannic acid solution and 
the tattoo needle carried 
well into the corium, where 
the pigment is situated. The 
simplest tattoo needle con- 
sists of one or several cam- 
bric needles which may be 
imbedded in a cork. After 
the design has been thor- 
oughly tattooed, the excess 
tannic acid is removed by 
washing with cold water, 
and then a stick of pure 
silver nitrate is rubbed 
vigorously into the treated 
area, following which a 
sterile dry dressing is ap- 
plied. Fourteen to eighteen 
days later a dry slough is 
removed, usually in one 
piece. This contains the epi- 
dermis, the tannate of 
silver in the corium, and 
the tattoo pigment. The 
treated area is now covered with a thin new layer of 
epidermis, which remains pink for a time but gradu- 
ally takes on the color of the surrounding skin. 

The results are good in most cases. Although some 
scarring usually occurs, it is of a depressed atrophic 
type. One would hesitate, however, to attempt this 
procedure on any person who had a keloidal tendency. 
I have seen several instances where the resultant 
keloid scar was very disfiguring. 

The result in the case presented (Fig. 2) is not per- 
fect, but the patient is able to render the scar quite 
inconspicuous by the use of a powder base and powder. 

This method may also be used in the removal of 
old gun-powder burns, or accidental tattooing as often 
occurs from cinders and dirt in automobile and other 
street accidents. 

2007 Wilshire Boulevard. 
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MESENTERIC THROMBOSIS 
REPORT OF CASE 


By Freperick G. NieMAND, M. D. 
San Francisco 


HE difficulty of diagnosing vascular lesions of 

the mesenteric vessels is well known. Alvarez, 
in Tice’s “Practice of Medicine,” cites 360 cases 
collected by Trotter in which only thirteen were 
recognized before operation or autopsy. The case 
reported here is presented in view of the difficulty 
of recognition and the problem of differential 
diagnosis it gives. 


REPORT OF CASE 


The patient, C. W., a 68-year-old female, was first 
seen on May 20, 1932. An hour previously she had 
fallen, striking her right shoulder, and since then ic 
had pained her considerably. Fracture of the head of 
the humerus was suspected, and corroborated by radi- 
ography. The arm was placed in fixation and seemed 
to be progressing well until about ten days later when 
she was suddenly seized with pain in the epigastrium, 
nausea and vomiting, followed by rapidly developing 
symptoms of shock. The pain in the epigastrium was 
of a steady, intense nature, unrelieved by ordinary 
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Fig. 1.—Tattoo marks before removal. 






























































Fig. 2.—Tattoo marks after removal, 


medication but partially controlled by morphin. Pain 
was also soon apparent in the left lower quadrant 
which to the patient seemed as intense as that in 
the epigastrium. She was considerably nauseated and 
vomited occasionally. 

Examination showed the patient to be pallid, the 
skin moist, breathing shallow, pulse rapid, thready and 
irregular, the extremities cold and cyanotic. Nothing 
significant was found in the lungs; her heart was 
somewhat enlarged; the abdomen was rigid, distended, 
tender to pressure, particularly in the epigastrium and 
left lower quadrant. No peristalsis could be heard on 
auscultation. The patient had not had a bowel move- 
ment in the last twelve hours. 

The blood pressure was 117/75. Her white blood 
count was 23,200 with 93 per cent polymorphonuclear 
cells. Urinalysis revealed 3.3 per cent albumin with 
forty to fifty pus cells and twenty to thirty hyaline 
casts per high power field. 

At this time an enema was given, with no result. 
This was repeated again in two hours and no return 
was noted. Neither of these enemas was accompanied 
by any flatus. Morphin sulphate, one-fourth grain, was 
given every four hours with one cubic centimeter of 
digalen. One hundred cubic centimeters of 25 per cent 
glucose were given intravenously twice daily, and hot 
compresses were applied continually to the abdomen. 

The next day the temperature of the patient rose 
to 103 degrees; her pulse became still more irregular 
and weak; her breathing very shallow; the skin 
clammy and her general condition poor. She expired 
shortly afterward. 


Necropsy.—Necropsy, performed by Dr. A. M. 
Moody, revealed a thrombosis of the main branch 
of the superior mesenteric artery throughout its 
entire length, localized peritonitis and gangrene 
of the jejunum and upper ileum. At the area of 
gangrene the coils of the intestine were plastered 
together, causing an adynamic ileus and partial 
obstruction, 

COMMENT 

This case presents an interesting study in differ- 
ential diagnosis. French, in “Differential Diag- 
nosis,” comments on the similarity that these may 
have to peritonitis; while Osler, in “Modern 
Medicine,” states that in some cases “the symp- 
toms are practically those of an acute intestinal 
obstruction caused by the paralytic condition of 
the affected portion of the bowel.” It is indeed 
necessary that despite the comparative rarity of 
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this lesion that it be kept in mind when consider- 
ing the acute abdomen. 

In our differential diagnosis of the present case 
the possibilities that seemed most likely were: 


Coronary thrombosis because of the enlarged 
heart, auricular fibrillation, epigastric pain, shock, 
fever, and elevated white blood count. However, 
the site of the pain was atypical and it was difficult 
to correlate the obstipation, distention, rigidity and 
lower abdominal pain when that appeared. 

Intestinal obstruction was thought of because 
of the pain, absence of peristalsis and bowel move- 
ments, the abdominal distention, vomiting, and 
normal temperature at the onset. Here again it 
soon became difficult to maintain this diagnosis 
because of the elevated white count, fever, nature 
of the pain, and the tenderness, though some of 
these symptoms might be explained by a gangre- 
nous bowel following obstruction. 

Mesenteric thrombosis, another possibility, was 
suggested by the past traumatic injury, the pain 
and shock. The type of pain, the absence of the 
characteristic bloody stools, did not seem to sup- 
port this diagnosis, whereas the auricular fibrilla- 
tion drew one’s attention to the cardiac possibili- 
ties again. 

CONCLUSIONS 

A case report is presented of mesenteric throm- 
bosis and the necessity of keeping in mind mesen- 
teric vascular accidents when examining the acute 
abdomen emphasized, because so few of these 
cases are recognized before autopsy or operation. 

450 Sutter Street. 


DERMATOLOGIC DIAGNOSIS* 


By Moses Scuo.rz, M. D. 
Los Angeles 


III 
SCABIES 


CABIES is commonly regarded as the simplest 

diagnostic problem. This is true only in the severe 
and fully developed cases. In early and mild cases, 
such as are seen in cleanly people, scabies is one 
of the most common diagnostic pitfalls and is 
often missed. Its morphologic traits are: 

1. Multiple minute noninflammatory top scratched 
papules. 

2. Located preferentially on flexor surfaces, such as 
interdigital spaces of the hands, breast, abdomen, inner 
aspects of thighs, penis, also gluteal regions. 

3. Papules often seen as burrows of “runs”’—greyish 
blackish dotted lines often broken up by scratching. 

4. Scabies papules often show secondary impetigi- 
nous crusts, but retain their discrete character. 

5. In mild cases diagnosis can be made on the first 
two traits. 


NEUROTIC EXCORIATIONS 


For practical purposes of differential diagnosis 
a few other dermatoses which cause intense itch- 
ing, present a similar general picture and are 
often confused with scabies are considered. These 
are neurotic excoriations, insect bites, pediculosis 
corporis, and dermatitis herpetiformis. Neurotic 


* Part I of this paper was printed in December Califor- 
nia and Western Medicine, page 375; Part II in January 
California and Western Medicine, page 39. 
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excoriations is a fairly common condition, par- 
ticularly in women. Its morphologic character- 
istics are: 

1. Irregularly shaped, sharply defined crusty lesions 
developing suddenly and healing up spontaneously. 

2. The frequency of their appearance is directly pro- 
portionate to the nervous instability and emotional 
stress of the patient. 

3. They are commonly located on the face, upper 
and lower limbs, always in a location accessible to the 
hands of the patient. 

4. Mostly symmetrically. 

5. The lesions often leave persistent pigmentation 
but seldom scar. 

INSECT BITES 


Skin lesions caused by insect bites are of suffi- 
cient practical importance to be known morpho- 
logically. Strange to say, they are invariably mis- 
taken for food rash, nervous skin eruptions, etc. 
Yet their morphologic type is constant and typical 
enough to be pathognomonic. In fact it is unique 
and is not observed in other dermatoses. The 
insect-bite lesion occurs as a large urticarial ede- 
matous papule pierced in the center showing the 
“Stiletto,” the site of the entrance of the insect 
sting. 

PEDICULOSIS CORPORIS 

Differential morphologic traits : 

1. Excoriations and finger-marks on the shoulder 
blades, belt line, and other parts of the body coming 
in contact with the seams of the clothing. 


2. Blue, erythematous spots and persistent pigmen- 
tations. 

3. Occurs mostly in uncleanly and poor people. 

4. Secondary urticarial and pyogenic lesions often 
observed. 

5. Parasites (lice) found in the seams of the clothing. 

6. Itching worse at night. 


DERMATITIS HERPETIFORMIS 


This very important dermatosis due to systemic 
toxins is not sufficiently known morphologically. 
Its differential traits are: 

1. Lesions—Papular or vesicular, inflammatory, dis- 
crete, herpetically grouped in clusters. 

2. Recurring in acute attacks; for many years per- 
sistent. 


3. Located often symmetrically on the trunk and 
limbs. 


4. Persistent pigmentation follows; develops at the 
site of old lesions. 

5. Blood shows high eosinophilia. 

6. Intense itching in paroxysms both day and night. 


ULCERS 


Ulcers are very common skin lesions of mani- 
fold etiology. The most important clinical varie- 
ties to the general practitioner are those caused 
by syphilis, varicose ulcers, and epitheliomata. 
Syphilis: 

1. Located on any part of the leg, high or low, often 
bilateral. 

2. Small hyperemic zone of raw ham color. 

3. Punched out, sharply defined borders, and sloping 
edges. 

4. Dirty, greasy base with viscid purulent discharge 
and heavy greenish crusts. 

5. Serpiginous outline. 

6. Starts as soft, subcutaneous, gummatous tumor, 
comparatively rapid development—in a few weeks. 

7. Tendency to produce soft atrophic kidney-shaped 
scars. 

8. History and other signs of syphilis. 
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Varicose Ulcers: 


1. Located in the lower third of the leg. 

2. Bluish, cyanotic color, diffuse large hyperemic 
surrounding zone and often secondary eczema. 

3. Irregularly shaped, sluggish granulating surface, 
copious seropurulent, discharge. 

4. No tendency to crusting. 

5. Very slow development—months and years. 

6. No tendency to healing or scarring but to pig- 
mentation. 

7. Marked varices and evidence of congested venous 
circulation and at times edema. 

8. Syphilis may or may not be coexistent. 


Epitheliomatous Ulcer: 


1. Bright red or yellowish color. 


2. Sharply defined, infiltrated, of wooden hardness, 
rolled borders. 

3. No surrounding inflammatory zone. 

4. Crater-like base, granulating. 

5. Friable, easily bleeding base with serosanguinous 
discharge. 

6. Oval or irregular shape. 

7. Very slow development, starts at advanced age. 

8. No tendency to healing or scarring. 

9. Common site on the forehead, cheeks, nose, and 
lips. 

10. In early precancerous stage lesions appear as 
brown or grayish scaly nonitchy spots or patches 
which scale off and recur, gradually breaking down. 


ALOPECIAS 


Alopecias of the scalp or the bearded region are 
one of the commonest skin disorders, are of multi- 
ple etiology and rather confusing morphology. 
The most important and common types of alopecia 
are: premature (7. e., seborrhoic), areata, and 
mycotic (Tinea trichophytica). The knowledge of 
their morphology is absolutely necessary for an 
intelligent diagnosis. 


Seborrhoic Alopecia: 


1. Occurs in young adults. 

2. Slow progressing from year to year. 

3. Starts symmetrically at the temples and slowly 
creeps backward. 

4. There are no hair stumps or broken hair. 

5. Scalp is often seborrhoic and oily. 

6. Hair comes out as a whole with a dried-up atro- 
phied root bulb. 

7. There are no scaly deposits, ulcerations or scars 
on the scalp. 


Alopecia Areata: 


1. Develops acutely; occurs at any age. 

2. Develops acutely after a fright or nervous shock. 

3. Scalp is perfectly clean and healthy looking; no 
scaly or oily deposit. 

4. Many broken hairs and hair-stumps in the shape 
of exclamation points. 

5. May start on any part of the scalp in single or 
multiple patches. 

6. Patches are sharply defined of round or irregular 
freakish shape. 

7. The hair retains its normal gloss and luster. 
Mycotic Alopecia (Tinea trichophytica) : 

1. Occurs, as a rule, in children under twelve. 

2. Patches well defined, round or circinate. 

3. Develops gradually, often in several children of 
the same family. 

4. Dry, scaly, dusty deposit and detritus, at times 
follicular pustules and abscesses. 

5. Hair stumps and broken hair. 

6. Affected hair looks dry, lusterless and brittle. 

7. At times boggy, suppurating, nodular , tumors 
(kerion type). 

8. Fallen hair presents at the end dry or glairy 
purulent deposits and trichophyton spores and mycelia 
can be demonstrated microscopically and cultured. 


CLINICAL NOTES—CASE REPORTS 























































Luetic Alopecias: 


A. Early. 

Usually in young adults. 

Multiple patches of moth-eaten variety. 

The whole scalp looks dull, dry, lifeless. 

The patient often looks anemic and toxic. 

Develops rather acutely simultaneously over 
the entire scalp. 

6. No scales or pustules. 

7. Other associated symptoms of syphilis. 


B. Late alopecia of tertiary period is a result of the 


absorption of the gummata on the scalp and 
presents soft atrophic serpiginous scars. 
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DRUG ERUPTIONS 


Drugs, both external and internal, are an ex- 
tremely frequent cause of skin rashes. 


In the former the skin reactions do not present 
specific morphologic traits and appear as that 
common undifferentiated pictorial entity of derma- 
titis, 7. e., eczema. The history is the only thing 
that can identify the offending agent in these 
cases. 

Skin reactions from the internal use of drugs, 
called dermatitis medicamentosa, present a great 
variety of morphologic types. 

Commonly they occur as erythematous, scarla- 
tinoid, macular, morbilliform, bullous or lichenoid, 
exfoliating dermatitis types. Among character- 
istic drug eruptions of practical importance should 
be remembered the following: 

Iodid rash: Acneiform in early stage; in 
cases bullous type; pemphygoid. 

Bromids: Early lesions also acneiform; in severe 
cases granulomatous, strongly simulating syphilitic 
gummata or blastomycosis. 

Arsenic: In acute intoxication—zoster types, gen- 
eralized exfoliating dermatitis, lichenoid, bullous. In 
chronic intoxication—punctate keratoses and pigmen- 
tations. 

Phenolphthalein: Produces an eruption so charac- 
teristic as to be pathognomonic—purplish, at times 
slate-blackish in color, round persistent patches; in 
severe cases bullous lesions in the mouth. 

Antipyrin, luminal, and quinin may produce scarla- 


tinoid, morbilliform erythemata and bullous lesions in 
the mouth. 


severe 


CONCLUSION 


This concludes the brief portrayal of the salient 
morphologic traits characteristic for various der- 
matoses most frequently occurring in general prac- 
tice. This necessarily sketchy presentation offers 
a key to a diagnostic orientation in the clinical 
problems of dermatologic diagnosis that may come 
before a general practitioner in his daily work. 
However, to insure definite and practical results 
a clinician must not only thoroughly digest and 
assimilate the above outlined general basic princi- 
ples of differential technique, classifying his indi- 
vidual case on the basis of the suggested tables, 
but, above all, must cultivate his independent ana- 
lytical reasoning in utilizing these tables. In the 
beginning I would suggest to enumerate morpho- 
logic traits and evaluate differential points in 
writing for the purpose of visualizing diagnosis. 
With the repetition of the practice, I believe the 
practitioner can readily develop the capacity of 
intelligent diagnosis of the dermatologic cases 
coming under his observation. 

715 Wilshire Medical Building. 











































































































































































































































































































































POSTOPERATIVE DEXTROSE—THE ABUSE 
OF REPEATED UNCHECKED INTRA- 
VENOUS INJECTIONS 


Rozert Day, M. D. (1930 Wilshire Boulevard, 
Los Angeles).—A great boon to surgical patients 
has been the judicious use of isotonic salt solu- 
tions and dextrose intravenously and sometimes 
blood transfusion. But one wonders just how 
scientifically, in a certain minority of cases, dex- 
trose has been employed. There are definite indi- 
cations for the administration of dextrose just as 
there is for blood transfusion. One would not 
ordinarily repeat blood transfusion without a 
blood count and hemoglobin determination. Why, 
then, the routine of frequently repeated large 
amounts of dextrose intravenously without a check 
on the blood sugar? Following major operations, 
we have been greatly surprised to sometimes find 
the blood sugar over 300 milligrams, twelve to 
eighteen hours after the last intravenous adminis- 
tration. I am referring, of course, to nondiabetic 
patients. It is reasonable to suppose that follow- 
ing a severe operation, with a considerably lowered 
blood pressure and a certain amount of shock, 
many of the hormones, including those classed as 
internal secretions, probably both adrenalin and 
insulin, are markedly diminished. It is logical and 
rational to assume that the glycogenic function of 
the liver and the insulin maufacturing power of 
the pancreas are lowered. In other words, less 
dextrose can be utilized. This is an agreement 
with the clinical and laboratory facts. 

When enough, or a slight excess, of dextrose 
is administered, the patient is frequently still de- 
hydrated, and needs physiological salt solution in- 
stead of more dextrose and water. Dextrose, 
which is not utilized, throws an extra burden on 
the kidneys. If physiologic salt solution is sub- 
stituted, it tends to remain in the system, where 
it is needed to balance the circulation. For ex- 
ample, if it is considered necessary to inject fluid 
within one or two hours after the operation, phys- 
iologic salt solution either in the vein or by hypo- 
dermoclysis answers every purpose. Then if an- 
other injection seems indicated, say on the evening 
of the same day, why not give salt solution plus a 
reasonable amount of dextrose, not to exceed 
twenty-five grams. Fluid intravenously may be 
repeated during the early hours of the following 
morning if thought indicated by the clinical con- 
dition of the patient, employing either physiologic 
salt solution or perhaps the special solution 
described elsewhere in this discussion. Further 
administration of dextrose intravenously should 
not be done without ascertaining the sugar content 
of the blood. 
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Another real danger in a certain percentage of 
patients is that of pulmonary edema, especially 
when deficient kidney function is present. Post- 
operatively, patients are frequently given dextrose 
for fear of anuria. Certainly one should not sub- 
ject patients to serious operations of election with- 
out preoperative data on the state of the kidneys; 
and if the kidneys are functioning normally, little 
fear of anuria need exist. If the output of water 
and excretory products is deficient, it is usually 
a prerenal condition but may be postrenal; in 
either case, dextrose intravenously will be of no 
avail and is apt to prove harmful. If insufficiency 
(essentially renal) exists, dextrose is in itself of 
doubtful value. 

Occasionally there is the menace of overtaxing 
an already weakened heart by too much dextrose 
solution, or indeed any type of fluid in excess. 
Careful clinical observation will enable the sur- 
geon and internist to “spot” such cases. 

For several years we have employed routinely 
the following solution with much satisfaction : 


Grams 
ON NN cg cans 7% 
DE MEPCBIUIN  BILDTALE «enc. -cecccccceneceeesceccveccacee 1 
SINS a 25 
Double-distilled water, freshly prepared....1000 





It is nearly isotonic aside from the dextrose 
content. The relatively small quantity of dextrose 
is sufficient (but not too large to go unutilized). 
The small quantity of magnesium sulphate is a 
sedative to the central nervous system (at least 
theoretically) and is perhaps slightly diuretic. At 
any rate, magnesium is a body constituent, is 
harmless, and helps bring the solution nearer an 
isotonic state. We do not for a moment assume 
that our solution represents the optimum propor- 
tions ; but we do believe that primarily the patient 
needs physiologic salt solution, plus whatever dex- 
trose he can utilize, and obviously, sometimes a 
blood transfusion. If reactions should occur, they 
are due to rubber tubing, impure chemicals, the 
distilled water, or wrong methods of sterilization. 
The so-called “pyrogenic” content of improperly 
distilled water, or that which is not fresh, is some- 
thing to be avoided always. 


Employment of the above solution has been 
followed by singularly few reactions in our hands 
over a period of eight years, during which time 
we have used it almost routinely after operations, 
when any such intravenously administered solu- 
tion was deemed desirable. It has the advantage 
of overcoming dehydration as well as supplying 
all the dextrose that probably can be utilized. It 
should not be repeated indiscriminately without a 
blood-sugar determination. If the blood sugar is 
high, half of the theoretical amount of insulin 
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needed to oxidize the excess may be given. For- 
merly we prepared the solution ourselves, abso- 
lutely fresh for each administration; but for 
several months past, a commercial firm has been 
putting up our solutions in liter flasks, sterilizing 
it in vacuo. We have found that this solution as 
prepared and sterilized in vacuo, keeps indefi- 
nitely, and such easily obtainable and inexpensive 
stock flasks have resulted in a great convenience. 
They are marketed in containers adapted espe- 
cially for intravenous administration. It is quite 
as essential when employing intravenous injections 
of physiological salt solutions, to observe the same 
meticulous care as with dextrose solutions. The 
distilled water and rubber tubing as well as the 
chemicals should be the best obtainable and the 
preparation and sterilization should be directed by 
experts. In the final analysis, it is far less ex- 
pensive, much more convenient, and an inestimable 
saving of time and energy and infinitely safer to 
use solutions put up by reliable, experienced firms. 
Fortunately the Pacific Coast is a leader in this 
respect. On the other hand, solutions prepared 
in hospitals are not infrequently improperly com- 
pounded and productive of reactions because de- 
pendence is placed on relatively inexperienced per- 
sons, not thoroughly trained in every phase of 
this work. 

If only twenty-five grams is used it answers 
every useful purpose in an overwhelming majority 
of cases and can with safety be administered 
rapidly, thereby obviating the harm to the patient’s 
liver and other organs by the intravenous in- 
jections of cool fluid in a patient with shock or 
otherwise critically ill. The commonly observed 
procedure of taking forty-five minutes for an 
intravenous injection and hence injecting several 
hundred cubic centimeters of cool fluid should be 
condemned. Placing a hot-water bag alongside the 
container is merely a gesture. Five to eight hun- 
dred cubic centimeters of fluid, either physiologic 
salt, Ringer’s solution, or the one described above, 
may be safely administered in fifteen minutes, and 
if longer time is consumed it will probably reach 
the blood stream at much too low a temperature. 


* * * 


Frep H. Kruse, M.D. (384 Post Street, San 
Francisco).—On numerous occasions, when fol- 
lowing the postoperative course of certain of my 
patients, I have marveled at the freedom with 
which the surgeon has poured fluids into the 
tissues, either intravenously or under the skin. 
My first concern under these circumstances has 
been the ability of the cardiorenal apparatus to 
carry the load. Usually I have been agreeably 
surprised in cases with essentially vascular lesions 
at the readiness with which this has been accom- 
plished without cardiac failure, pulmonary edema 
or generalized tissue edema. It must be admitted 
that the surgeon has taught the internist a lesson 
both as to the advantages of a considerable fluid 
intake postoperatively, and the ability of the av- 
erage patient to handle it. That we cannot argue. 

It does seem to me, however, that there has 
been a tendency to adopt a general procedure, 
which is left to the staff to administer, as per rule, 
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and a lack of discrimination in the individual case, 
both as to needs of fluid, salts, glucose, and as to 
knowledge of the circulatory and metabolic defi- 
ciencies of the individual. When the fluid intake 
reaches 3000 cubic centimeters in any given case, 
all those responsible should be on the alert to de- 
tect any accumulation in the tissues and any sign 
of myocardial failure. Furthermore, an accurate 
chart should be kept from the start, of the output 
of fluid as well as the intake, and it has generally 
seemed inadvisable to me to have more than 1500 
to 2000 cubic centimeters of the total given by 
vein, the balance, therefore, being made up by 
hypodermoclysis and rectal infusion. 

In going beyond 3000 cubic centimeters of fluid 
intake there should be definite evidence of de- 
hydration, particularly induced by some such 
causes as vomiting, sweating, excessive diuresis, 
bowel elimination, or hemorrhage. I would say, 
therefore, that the first essential is the quantity 
of fluid required in the case at hand, and the 
ability of the individual to move it along without 
embarrassment. 

In a failing heart I do not believe a glucose 
solution per se causes embarrassment (as rela- 
tively high blood sugar is an advantage to the 
heart muscle), but the fluid volume and chance 
reactions may decidedly do so. 

In respect to the content of fluids administered, 
I am quite in accord with the general opinion 
expressed in this discussion—a salt solution of 
proper proportions should be our chief reliance. 
In the University of California Hospital we are 
using mainly Ringer’s solution, as follows: 

Grams 
Sodium chlorid........ ....0.86 


Potassium chlorid .. ....0.042 per 100 c. c. 
Caleitim CHIOTIC \accesccs<csecsecceced 0.024 





Having met the first requirement of postopera- 
tive care, supplying adequate fluids and preventing 
dehydration, the next requisite is the prevention 
of acidosis and the giving of sustenance in some 
form. Intravenous glucose has all the advantages 
in this respect, but on account of its very merits 
has been most abused and often dangerously used. 
The surgeon has paid no attention as a rule to 
the blood sugar and considers a glycosuria of no 
consequence. Since intravenous glucose is usually 
given only two or three times in the average case, 
this attitude does no particular harm, but in chronic 
cases, where more prolonged use is desirable, the 
patient will be more damaged than helped by the 
treatment. 

The average individual can assimilate seventy- 
five grams of sugar in the vein if given at the 
rate of twenty-five grams per half hour; there is 
then no spillover into the urine. Seven hundred 
and fifty cubic centimeters of 10 per cent glucose 
require one and a half hours to administer, and 
this must be kept warm. It would seem much 
more rational to give 500 cubic centimeters of 
10 per cent glucose (fifty grams) once or twice 
a day, therefore (if indicated), and make up the 
necessary fluid balance by a Ringer’s solution or 
some other form approximating a physiologic 
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salt solution. Most certainly the urine should be 
tested for sugar several times a day, and the blood 
sugar should be followed under these conditions, 
and they should indicate any further need for 
more glucose. 

If there is recurring glycosuria and a_ blood 
sugar above 0.140 milligrams per 100 cubic centi- 
meters blood, no more sugar should be given until 
these conditions are corrected. 


* * * 


BerTNARD Situ, M.D. (1930 Wilshire Boule- 
vard, Los Angeles) —Intravenous dextrose ther- 
apy requires primarily the use of a pure sugar 
dissolved in sterile distilled water and injected 
at a proper temperature and rate. The concentra- 
tion of dextrose to be used must depend upon 
the amount of fluid that can be added safely 
to the blood stream, and is to be determined by 
the amount of dehydration that is present and 
on the ability of the cardiovascular system to 
carry the added fluid load. With careful technique 
in the preparation of the dextrose solution and in 
the injection, and good judgment as to the volume 
of fluid that can be safely introduced, intravenous 
dextrose therapy is a comparatively safe procedure 
at any concentration when the dextrose that is 
added to the blood stream can be normally utilized. 

Under normal conditions the glucose value of 
the blood is maintained within a fairly narrow 
range throughout the twenty-four hours. The rate 
of oxidation and storage of glucose are in wonder- 
ful balance with the amounts of glucose that enter 
the blood stream from food and from glycogen. 
A decrease in the insulin-secreting function of the 
pancreas will cause an increase in blood sugar. 

Likewise, an increase in the secretory functions 
of the thyroid and the suprarenals will result in 
a hyperglycemia that is similar to the inhibited 
pancreatic function. In the presence of a hyper- 
glycemia that is due to functional disturbance of 
any tissue concerned in glucose metabolism, the 
addition of dextrose intravenously will only in- 
crease the functional handicap that is already 
present. Even when this functional defect is 
temporary the addition of dextrose directly to the 
blood stream will still further embarrass the func- 
tion that is already overtaxed. In the presence of 
a hyperglycemia it would be the more rational 
therapy to use such measures as will increase 
glucose utilization and make use of the sugar that 
is already oversupplied to the blood, rather than 
to directly introduce more sugar. Even the intro- 
duction of dextrose plus insulin would usually 
appear rather unnecessary with an existing high 
blood sugar. Anesthesia, shock, infections, tox- 
emias, ketosis, and various forms of acidosis may 
cause marked increase in blood sugar. Such 
hyperglycemias are due to some functional fault 
that disturbs the normal balance between glucose 
supply and glucose utilization. Such hypergly- 
cemias are definite contraindications for intrave- 
nous dextrose therapy just as actually as is the 
high blood sugar of an uncontrolled diabetes. 

Hypoglycemia may result either from a decrease 
in glucose supply or from an increase in power 
and rate of glucose utilization. In the presence 
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of a blood sugar value that is actually or func- 
tionally low, intravenous injection of dextrose is 
indicated when food cannot be taken by mouth 
or when the condition is of such seriousness as 
to require a more rapid and direct glucose supply 
to the blood stream. In the presence of a hypo- 
glycemia it is possible to give dextrose by intra- 
venous injection at such low concentration and 
slow rate as to stimulate insulin secretion. Severe 
symptoms of hyperinsulinism may follow such 
injections and result in critical respiratory or 
circulatory failure. Blood sugar analyses should 
be made after the dextrose injections, as well and 
before, in conditions of hypoglycemia. 

Blood sugar analyses are of the greatest impor- 
tance at all times when considering indications 
for intravenous injection of dextrose, and such 
analyses must be carefully interpreted before such 
therapy can be followed. 


* * * 


Henry H. Lissner, M.D. (727 West Seventh 
Street, Los Angeles).—Doctor Day’s discussion 
is a timely one. From the clinical aspect, it pre- 
sents the very interesting problem of the routine 
administration of a recommended therapy, which 
is as a rule done without thought or actual appre- 
ciation of what is being attempted with it. It has 
been my experience to watch surgeons in their 
postoperative treatment in a great many hospitals 
leave a blanket order for five per cent glucose 
by the Murphy drip, when this method of glucose 
administration has been proved by Pressman to 
be scientifically incorrect, in that instead of add- 
ing glucose to the blood stream it diminishes it. 
If one wishes to add water to the patient, per 
rectum particularly, it should be given in the form 
of plain tap water by the Murphy drip. 

The same fault is to be found with the pro- 
miscuous administration of glucose intravenously, 
without checking up the blood sugar and without 
watching the urine for the spilling over or the 
production of a glycosuria. Here again the same 
faulty method is behind the constant administra- 
tion of intravenous glucose. I have seen many 
cases in consultation where the surgeon was un- 
aware that his patient had four per cent sugar 
in his urine, that the blood sugar was over 300, 
and that an acidosis was present. The failure to 
check up the blood sugar cannot be overstressed 
in any condition in which concentrated glucose 
solutions are administered by the venous route. 

Again the flooding of the circulation by the 
administration of glucose solutions as such, or 
combined with saline, in amounts beyond the 
physiologic possibility of the individual to handle, 
is dangerous. It can produce acute pulmonary 
edema, as brought out by Doctor Day, in certain 
types of kidney disease, but it is also dangerous 
from the standpoint of overloading the right heart 
in myocardial degeneration and the allied con- 
ditions expressed by circulatory failure. 

Clinically the increase of fluids in the blood 
stream may cause death which is usually ascribed 
to myocardial failure, when the actual cause was 
too much water. It must be remembered that it 
is rather difficult for the circulation postopera- 
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tively to handle anywhere from 3000 to 6000 cubic 
centimeters of saline introduced into the vein in 
a period of twenty-four hours. A better method 
would be to use hypodermoclysis or the Murphy 


drip of plain water. The solution recommended. 


by Doctor Day seems to have a definite rationale. 
It obviates the danger of too much glucose on 
the one hand, but it must be born in mind, on 
the other, that too much of this same solution can 
be just as harmful, from the standpoint of water- 
logging the patient, as any other type of intra- 
venous medication. 





Milk and Water Problems Discussed at Washington 
Meetings.—A relatively new method of pasteurizing 
milk, known as the high-temperature, short-time 
process, was the subject of a report presented at the 
Washington meeting of the American Public Health 
Association. The milk is heated either by electricity 
or by hot water in equipment having special automatic 
temperature control to a temperature of 160 degrees 
Fahrenheit and held at that point for fifteen seconds 
or more, 


After extensive tests by various health departments, 
this procedure is now in commercial use in some sec- 
tions of the United States. For the past two years, 
the committee on milk supply of the Public Health 
Engineering Section of the association has studied the 
method in codperation with the committee on milk 
sanitation of the Conference of State Sanitary Engi- 
neers. Their joint conclusions follow: 


1. The operation of these high-temperature, short- 
time pasteurizers should not be difficult in the hands 
of intelligent operators, as they are relatively simple 
in construction and easy to clean and sterilize. 

2. They are reliable, and are built for fixed, mini- 
mum holding periods which it would be difficult to 
change without deliberate fraud. 

3. The pump-stop control operates effectively to 
stop the mlk pump and the flow of milk in the event 
of a drop in temperature below a predetermined point. 


4. Pasteurizers of this type are a dependable means 
of producing a safe milk of satisfactory marketable 
quality. 

Many problems in the control of public water sup- 
plies were discussed at the Washington convention. 
In a paper on icing samples of water before shipment 
for bacteriological examination, it was reported that 
the number of B. coli in the water gradually decreased 
whether the sample was iced or uniced, whereas the 
total number of bacteria in the sample increased upon 
the storage of the sample. This increase was more 
marked in uniced samples, but is of little practical 
Significance. ... 

Studies of swimming pool control in Detroit indi- 
cate that 0.5 p. p. m. residual chlorin may not be suffi- 
cient with heavy bathing loads... . 

Preliminary results of comprehensive research in 
the chemistry of chlorination indicate that effective- 
ness of disinfection is determined by the oxidation 
potential existing in the treated water. This potential, 
in turn, is governed by the pH of the water, the con- 
centration of active chlorin and other less important 
factors. The concentration of active chlorin is not 
measured by the intensity of color produced by the 
Starch iodid or orthotolidin reagents, and hence these 
two tests do not measure the oxidation potential or 
the effectiveness of disinfection. .. . 


The Number of Physicians in Russia—Doctor Radu- 
ceanu, a practicing physician in Russia, now on.a holi- 
day in Rumania, imparted the following information: 
The number of physicians in Russia is three times as 
much as it was before the war. Among 68,000 Russian 
physicians, 30,000 are women. The average income of 
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a physician is less than that of a specially qualified 
factory worker; there is very little private practice 
now, the normal positions being filled by appoint- 
ments. Though the law strictly forbids the accumula- 
tion of positions, yet about 15,000 physicians have two 
positions and two incomes, and about 3,000 physicians 
have three and even more positions. For financial and 
social reasons, physicians do not go to the country, 
so there is an excess of physicians in cities, where the 
ratio of physicians to inhabitants is 17.6 to 10,000; in 
villages it is only 0.98. Only 3 per cent of physicians 
are members of the Communist party. This is attribu- 
table to the fact that only 9.5 per cent of the phy- 
sicians originate from the working class. ... —Journal 
of the American Medical Association, Vol. 99, No. 17. 


Teaching Physical Culture to Physicians in Russia.— 
The education of physicians who specialize in physi- 
cal culture has been reorganized in the Soviet Union. 
Since 1931, the theory and practice of physical train- 
ing has been obligatory for all students at the medical 
institutes. Chairs of physical culture under the guid- 
ance of special professors have been created. The edu- 
cational plan requires sixty hours’ work in the first 
three years of study, including the principles of Soviet 
physical training, and forty-eight hours for the next 
two years of training in curative physical culture. 
Every six days, students have an hour of practice in 
athletics so that every student will be able to demon- 
strate the methods he uses. In 1932, faculties of 
physical culture were founded at the Moscow and 
Leningrad medical institutes. Physicians who gradu- 
ate from such a faculty will become specialists in 
physical culture. During their five years’ training they 
study, in addition to medicine and general science, 
physical and social environment. The specialist in 
physical culture must know the theory and practice 
of physical culture, always remembering its biologic, 
educational and social significance. He must take an 
active part in the organization of sport in all its 
aspects everywhere at school, in industry and in the 
towns. He must be well acquainted with rational 
nutrition, so as to be able to advise sportsmen in train- 
ing. He must be accustomed to the methodology of 
physical education and development, and thoroughly 
know anthropometry, physiology, hygiene and clinical 
methods, so that he can take part in scientific work. 
In many other medical schools, physical culture as a 
discipline is introduced, so that every physician will 
be acquainted with the program of contemporary 
physical culture. The work of a physician specializing 
in physical culture consists principally in organizing 
physical culture and in the methodical development 
and instruction of medical men. At present, there are 
in the Soviet Union about 420 physicians specializing 
in physical culture and 3300 other physicians who 
have received special training in physical culture. For 
the three millions of people engaged in athletics, this 
number is small. That is why the increase in the 
number of physicians acquainted with medical physi- 
cal culture is welcomed.—Russia News Letter. 


Use of Local Hospitals for Veterans—The Saturday 
Evening Post in an editorial, January 7, recommended 
that the government use vacant accommodations in 
local hospitals for the care of war veterans. The 
editorial called attention to the fact that physicians 
and hospitals are now under greater pressure than 
ever before, with more calls for free service and fewer 
paying patients to offset their cost, yet more special 
hospitals are being built for care of sick and disabled 
veterans. “Local hospitals are local enterprises and 
they are usually sponsored by the best element in 
their communities,” the editorial continued. “The gov- 
ernment, instead of setting up destructive competition 
with these quasi charities, should utilize their vacant 
accommodations and pay a fair price for service ren- 
dered. Such a policy would be to the interest of vet- 
erans and would react favorably upon struggling insti- 
tutions from coast to coast.”—Journal of the American 
Medical Association, January 28, 1933. 
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FINAL REPORT OF THE COMMISSION ON 
MEDICAL EDUCATION t 


Another Medical Report on Important Factual 
Information.—An advance copy of a 560-page 
volume—The Final Report of the Commission on 
Medical Education—has recently come into our 
hands. This particular volume owes its origin to 
the action taken in the year 1924 by the Associa- 
tion of American Medical Colleges. The inter- 
vening years have been utilized in the gathering 
and compilation of the data presented. The 
Final Report presents these with comments and 
conclusions of the Commission thereon. 


The personnel of this Commission, which was 
under the chairmanship of A. Lawrence Lowell, 
president of Harvard University, had as its direc- 
tor of study Willard C. Rappelye, M. D., and 
included among its other members the following : 
Walter L. Bierring, George Blumer, Hugh Cabot, 
Samuel P. Capen, William Darrach, David L. 
Edsall, Sir Robert Falconer, Henry G. Gale, 





* Editorials on subjects of scientific and clinical inter- 
est, contributed by members of the California Medical As- 
sociation, are printed in the Editorial Comments column, 
which follows. 


+ From the office 


of the Director of Study, 
168th Street, 


New York City. 


630 West 
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Michael F’. Guyer, Walter A. Jessup, Lafayette B. 
Mendel, William Allen Pusey, Olin West, Ray 
Lyman Wilbur and Hans Zinsser. 


The well known universities, medical schools 
and examining boards, to which the above mem- 
bers are attached, may be taken as an indication of 
the seriousness and thoroughness of their studies. 
The work of this Commission was financed 
“by contributions from most of the medical schools 
in the United States and Canada, the American 
Medical Association, the Rockefeller Foundation, the 
Carnegie Corporation, and the Josiah Macy, Jr., 


Foundation.” 


* * * 


Scope of Contents of the Report—Some of the 
chapters have the following headings: 

“The Public Aspects of Medicine; Medical Needs; 
The Supply and Distribution of Physicians; The 
Internship; Medical Licensure; Opinions Regarding 
the Medical Training; Premedical Education; and 
The Cost of Medical Education.” 


More than 150 pages are also given over to a 
total of 161 interesting and valuable tables. 


The Introduction gives a brief survey of the 
growth of medical schools on the North American 
continent, commencing with the medical schools 
of the universities of Mexico, and of Lima, Peru, 
which antedated other American schools of higher 
learning or of scientific studies by something over 
150 years. Some paragraph and sentence quota- 
tions follow: 

“There were five medical schools in 
were the medical departments of the University of 
Pennsylvania (1765), Columbia College, formerly 
King’s College (1767), Harvard University (1782), 
Dartmouth College (1798), and Transylvania College 
(1799). The number of schools increased to sixty-six 
by 1860. Twenty of these schools disappeared during 
the Civil War, but by 1900 the number had grown to 
es 35%. 


“ 


1800. They 


. The Association of American Medical Colleges 
was organized in 1891... . 

. The American Medical Association collected 
and published statistics on the medical school situa- 
tion in this country in 1900. In 1904 it created a per- 
manent Council on Medical Education. .. . 


as . The Carnegie Foundation for the Advance- 
ment of Teaching published its monumental study by 
Mr. Abraham Flexner in 1910. The searching report 
obtained valuable publicity for the campaign for im- 
provement in medical education. It also attracted the 
attention of philanthropists to the financial needs of 
university medicine and marked the beginning of 
substantial contributions to the program. . . .” 


* * * 


Extended Exce rpts in the Miscellany Depart- 
ment of California and Western Medicine.—In 
the Miscellany Department of this issue are 
printed some excerpts from the Report, on topics 
having a bearing on medical economic subjects 
which have been discussed in this JouRNAL during 
the past several years. It is hoped these will be of 
value to readers of CALIFORNIA AND WESTERN 
MepIcINE. In this connection the suggestion may 
be made in regard to this volume as was given 
concerning the “Final Report of the Committee 
on the Costs of Medical Care,” namely, that the 
book might well have a place in the iibrary of 
every physician who is interested in the type of 
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medical problems discussed, and that every county 
society might well add this volume to its own 
library and make its presentations a basis of dis- 
cussion at one or more meetings. The quotations 
above referred to will be found in this issue on 
page 138. 


* * * 


The Public Health Significance of Cultist Medi- 

cine Only Briefly Considered.—In a work of such 
comprehensive scope it was somewhat surprising 
to find less than three pages given to a considera- 
tion of the influence of cultist medicine and of 
nonmedical practitioners. A significant sentence 
states : 
“...In addition to physicians there are about 
35,000 sectarian practitioners of the healing art— 
osteopaths, chiropractors, Christian Scientists, naturo- 
paths, and other drugless healers, most of whom are 
practicing medicine. A large majority of these prac- 
titioners have had little educational preparation and 
usually no semblance of scientific training.” 


* * x 


Cultist Medicine Pulls Down the Standards of 
Healing Art Practice Far More than Do the 
Weaklings in Nonsectarian or Regular Medicine. 
In discussing the deficiencies existing among 
the nonsectarian practitioners, and of the medical 
schools in which they received their training (at 
this time there are sixty-six four-year course 
medical schools in the United States), would it 
not have been good policy to have emphasized 
somewhat more than was done, in the brief space 
allotted, the harm to public health interests arising 
from the fact that some 35,000 sectarian prac- 
titioners—the majority with woefully deficient 
preliminary and professional training—have been 
given legal recognition to go before the public as 
competent practitioners of the healing art? 
Granted that nonsectarian medicine contains 
within its fold some who have been poorly trained, 
or are otherwise incompetent, it still remains true 
that compared to the cultist practitioners the 
number and influence of such are comparatively 
small. The basis of all healing art licensure is the 
protection of public health standards, through the 
prevention to practice the healing art, of all per- 
sons who are lacking in proper preliminary and 
professional training qualifications. 

Witness the sad conditions existing in Califor- 
nia where, through an initiative vote of the citi- 
zens, the chiropractors are given an examining 
board that is practically obligated to accept 
diplomas from chiropractic schools, no matter 
how woefully deficient the admission and training 
standards of the schools may be. It is true that the 
greater the number of incompetent graduates of 
sectarian schools, the more must such cultist 
schools and their proponents ultimately fall into 
disrepute. But at what a fearful public health 
cost while this is taking place! 


* * * 


The Criticism of Basic Science Laws as Con- 
tained in the Report, Somewhat Academic.—It 
was also rather disappointing to note what seemed 
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an academic criticism of basic science laws, in 
spite of the fact that the figures from states hav- 
ing such laws indicate that basic science licensure 
goes far in acting as a real deterrent to the 
licensing of poorly qualified cultist practitioners. 
The theoretical advantages of uniform high 
standards and laws in medical licensure is 
acknowledged. If the police jurisdiction which is 
vested in the several states did not make the plan 
impossible, a national medical examining board to 
carry out a federal medical licensure statute would 
be a happy solution of many difficulties. But we 
can never have that because of the mode of gov- 
ernment of our nation and its constituent states. 
This being the fact which faces us, we should be 
of a practical turn of mind, and in these matters 
accept and do those things which best protect the 
public health and the high standards of medical 
practice. If basic science laws help protect citi- 
zens, and especially citizens who are not in a 
position to exercise discriminating judgment in 
the choice of attending practitioners of the healing 
art, then such basic science laws might seem quite 
worthy of serious consideration. The protection 
of the lay public and of general public health 
activities and standards would seem in many ways 
to be a more immediate obligation than the pro- 
motion of certain university standards or policies 
in healing art training, no matter how idealistic or 
desirable. 


t 7 7 


The above are a few of the topics which a 
scanning of the pages of this excellent volume 
brings to our attention. There are many others 
which might be made the subject of comment. 
It is hoped that a considerable number of mem- 
bers of the California Medical Association will 
give themselves the pleasure of reading this 
report. 


IS PREMEDICAL TRAINING OVERVALUED? 


Viewpoints of Some Medical Deans.—Table 
120 in the appendix of the “Final Report of the 
Commission on Medical Education” has the title 
“Excerpts from Letters of Deans of Medical 
Schools.” Eighteen deans are quoted. Letters 
11, 15, 16 and 18 will be here reprinted and some 
comment made thereon. The quoted excerpts 
follow: 


“11. I feel it beyond question that medicine now is 
getting very good men who do well in college, well in 
medical school, and then who make a lot of money 
in practice. Our modern medical graduates have a 
keen eye for business. That is the hardest problem 
of the medical dean of today. This is definitely con- 
trary to the spirit of the profession, for a medical 
man will be a true success in his profession in direct 
proportion as the spirit of service rules him. He may 
make lots of money, but he doesn’t go after it. Our 
recent graduates do. 

7 % ry 


“15. While we have no data at hand, after twenty- 
three years of observation and personal contact with 
each student for two of his four years’ medical course, 
it.is disappointing to note the relatively slight im- 
provement shown as a result of raising the entrance 
requirement. 
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“In the majority of cases, the premedical training 
has been more to satisfy entrance requirements, i 2. 
to obtain credits, than to give him a better and broader 
foundation. This condition will not change unless the 
premedical course is brought under the control and 
supervision of the medical faculties. 


“IT am inclined to believe that the advancement 
claimed for medical students since raising the pre- 
liminary requirements is due to the marked progress 
of the science itself, to improved and increased hos- 
pital facilities, to compulsory internship, etc., rather 
than to any increased preliminary requirements. 


7 7 7 


“16. We find certain schools supplying us with very 
good men, while others are giving us but mediocre or 
even poor types. 


“From my experience as a teacher extending over 
fourteen years, I have arrived at the conclusion that 
it would be far better to lengthen the medical course 
and shorten premedical work, than to increase the 
premedical requirement. After spending four years 
additional in college, enthusiasm for medicine is some- 
what damped, the student becoming habituated to 
study for credits, rather than for the acquisition of 
the subject. 

7 7 7 


“18. I sigh for the good old days when we obtained 
our students from the first class high schools. These 
boys were really full of enthusiasm, eager to receive, 
and not yet sophisticated to the point of selecting a 
specialty in the undergraduate years of medicine.” 


* ok * 


The Commercial Sense in Physicians.—lIt 
would be of interest to know how many of the 
older and of the recent graduates in the California 
Medical Association are in accord with the opinion 
of the dean whose letter was marked 11. We 
ourselves have heard the substance of his criticism 
not infrequently during recent years. Whether 
a stronger commercial sense, if it exists in recent 
graduates, should be criticized or commended, 
depends largely upon the manner in which the 
commercial sense manifests itself. Certainly no 
objection can be legitimately raised when a phy- 
sician desires proper compensation for profes- 
sional services well rendered. By proper compen- 
sation is here meant: pay for medical or surgical 
services at prices not in improper excess of the 
amounts which would be charged by men of 
equal professional training and ethical standing, 
taking into account also the financial status of 
the patient and other proper facts. 


The point has been brought forward by some 
physicians, that recent graduates are put to such 
a heavy expense to secure their training and that 
the modern medical teaching is of such a nature 
that rural or general practice is now so little 
attractive that almost of necessity the younger 
members of the profession have a_ natural 
tendency to drift toward and establish themselves 
in city surroundings. In order to do this, the 
first offices of the young physician are too often 
elaborately equipped. This expense, when added 
to high office rentals and the higher cost of living, 
brings home at once to the younger member of 
the profession the need of an ample financial 
income to meet all these expenditures. As a con- 
sequence, it happens from time to time that some 
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of the recent graduates, in spite of their desire 
not to do so, are led to charge excessive fees, to 
the ultimate detriment of the interests of their 
profession and of themselves. By contrast, in 
the decades not far distant, the majority of men 
entering the profession established themselves 
where overhead expenses were low; but where 
much work was to be done. Often it is true they 
did much work without great immediate money 
rewards. But with the passing of the years many 
of such physicians, both in urban and rural prac- 
tice, found themselves receiving incomes that not 
only permitted them easily to live as befitted their 
stations in life, but also to set aside reserve funds 
for future days. Such physicians were able to do 
this with the esteem not only of a large clientele 
of devoted patients, but at the same time with 
the respect of many other citizens who contacted 
them. To that extent the dean who wrote letter 11 
would seem to have been quite in the right when 
he stated “a medical man will be a true success 
in his profession in direct proportion as the spirit 
of service rules him.” 
* * * 


Has the Value of Premedical Training Been 
Given an Overvaluation?—Letters 15, 16, and 18 
may be said to raise this query. The editor has 
long thought and written that state medical laws 
which make two and three years of premedical 
training of collegiate standard an obligatory re- 
quirement for medical training and_ licensure, 
have failed somewhat, adequately to serve the 
highest interests of healing art practice. This 
statement is not to be construed as meaning that 
such two to four years of premedical collegiate 
work should not be utilized by all who have 
financial means or special inclination for such 
training. It is intended to mean by and large, that 
a course of medical training based on a four-year 
high school course, plus one year of premedical 
training in a liberal arts or science college, plus 
five (not four) years of medical training, plus 
one year of internship, would probably place in 
practice as well or better trained physicians than 
are now being graduated on the basis of two or 
three years of compulsory premedical work and 
four years of medical training (with internship 
not compulsory as a college or state licensure re- 
quirement). The first plan demands seven years, 
even though only one year of premedical work 
would be compulsory therein. The second plan, 
or the one generally in vogue in many schools of 
today and demanded by many state medical prac- 
tice acts, also needs seven years (three years pre- 
medical and four years medical) training. We 
cannot get away from our belief that the modern 
medical man needs more training in medical rather 
than in premedical work and that he also very 
much needs the practical experience of compul- 
sory internship. It has never seemed reasonable to 
us to contend that cultural training necessarily re- 
sults in large degree from the liberal arts training, 
or that greater cultural results came to the indi- 
vidual if so-called classical studies were stressed. 
We have always felt that the biologic and asso- 
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ciated studies we pursued for the B. S. degree 
had quite as much cultural influence in stimulating 
thought and outlook as did the classical studies 
which were taken. In any event one’s cultural 
instincts and development are something that are 
quite as much a part of one’s own innate self as 
they are a consequence of certain so-called cul- 
tural or foundation curricula. Two extra years 
of premedical studies are not apt to instill culture 
or bring it to full development or fruition unless 
it already has a sound basis for existence. And 
if a cultural basis is present, the nature of a phy- 
sician’s work and living are such, that there need 
be little fear concerning the cultural development 
which will take place within him, as the years 
go by. 
* * * 

The 1910 Carnegie Report on Medical Colleges. 
Along this line, the editor in recent years has 
been tempted to ask himself whether the report 
made in 1910 by Abraham Flexner for the Car- 
negie Foundation for the Advancement of Teach- 
ing, which created so much furor at the time and 
which may be said to have been responsible for 
the reduction of the number of nonsectarian 
medical schools from about 160 to about 75 or 
so, actually did the vast amount of public health 
service credited to it by some. In making this 
statement no brief is held for certain nonsectarian 
medical schools of that time which were very 
properly put out of existence. But of the other 
schools which in that day went out of existence 
directly, or through absorption or union with 
other schools, there were two score or so that had 
been doing very honest and quite efficient work. 
The rosters of graduates of some of those smaller 
and now inactive schools contain in their lists the 
names of many men whose contributions to medi- 
cal science and advancement have by no means 
been inconsequential. Many of the graduates of 
such so-called inferior schools made for them- 
selves distinct places in rural and urban practice. 
The majority of them were loyal to the tenets of 
nonsectarian medicine and to public health inter- 
ests. Today we hear the cry made far and wide, 
that our recent graduates do not wish to be prac- 
titioners in rural communities or to take up gen- 
eral practice as in the days gone by. In many of 
the states of the Union the places of the gradu 
ates from the smaller nonsectarian schools are 
nowadays being taken, by poorly prepared cultist 
graduates. Can such a state of affairs be said to 
accrue to the benefit of the public? Have the lay 
citizens in such communities been greatly aided 
by this change, or have the public health standards 
of our State or Nation been materially advanced 
thereby ? 

When we point to modern day advancement in 
medical practice, have we a right to ascribe so 
much of it to the greater amount of preliminary 
education in vogue since 1910, or is the dean who 
wrote letter 15 correct when he states: 

“I am inclined to believe that the advancement 


claimed for medical students since raising the pre- 
liminary requirements is due to the marked progress 
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of the science itself, to improved and increased hos- 
pital facilities, to compulsory internship, etc., rather 
than to any increased preliminary requirements.” 


t 7 t 


Irom the comments here made concerning this 
“Final Report of the Commission on Medical 
Education” it is easily noted that the volume evi- 
dently contains many presentations on which 
interesting discussions could be had by members 
of medical faculties and societies. The volume 
as before stated is worthy of perusal. 





Left-Handed Twins Common Phenomena, University 
of California Study Shows.—lf you are a twin there is 
about one chance in nine that you will be left-handed. 
If you are not a twin the chance is only about one in 
fifteen. 

This tendency of twins to be left-handed more often 
than single-born children is definitely shown by a 
study of 521 single-born children and 386 twins re- 
cruited from nineteen junior high schools and sixteen 
senior high schools of Oakland, Berkeley, and San 
Francisco, which has just been completed by the Uni- 
versity of California Institute of Child Welfare. 


The work was done by Dr. Paul T. Wilson and 
Professor Harold E. Jones, director of research at the 
institute. Using the criterion of throwing hand as the 
best test of left- or right-handedness, they found that 
approximately 11.1 per cent of all the twins tested are 
left-handed, whereas only 6.5 per cent of the single- 
born children are left-handed. 


In a report of this work written for the magazine 
Genetics, Doctor Wilson and Professor Jones explain 
that the hand with which a person throws a ball is a 
better test of left-handedness than other things, such 
as writing. This is true because left-handed indi- 
viduals may be trained to write and do other tasks 
with the right hand, but no one bothers to change the 
hand which they naturally use in throwing. 


Comparison of twins and single-born children in the 
matter of writing hand showed no dependable or sig- 
nificant difference. The same thing was true of a test 
to see whether the left or right eye was dominant, and 
of examinations of the direction of spiral in the crown 
whorl of hair. 


As a tentative suggestion the report states that left- 
handedness in twins may be fostered by the crowding 
which they undergo and their position in the mother 
before birth. In some cases this might lead to the de- 
velopment of functional predominance of one hand.— 
University of California Clip Sheet. 


Tularemia.—The following precautions should be 
rigidly observed by hunters, market men, housewives, 
and others who handle wild rabbits if they would be 
absolutely safe from tularemia, or rabbit fever: 

1. Never put your unprotected hands inside a wild 
rabbit. 

2. Always wear rubber gloves when handling wild 
rabbits. 

3. The rabbit must be thoroughly cooked; so well 
cooked that there is no red meat, nor any red juice, 
near the bone. 


4. As at least one per cent of all wild rabbits are 
infected, the hunter, to be perfectly assured of safety, 
should not take home a wild rabbit that he shoots in 
the field if it seems sickly. 

5. In order to minimize possible infection, rabbits 
which seem slow or sickly, or can be run down and 
killed with a club, should be killed and, preferably, 
buried. 

... The germ, B. tularense, also is killed by a tem- 
perature of 137 degrees Fahrenheit. Infection is possi- 
ble even though the skin is unbroken. All rodents are 
liable to the infection. 
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EDITORIAL COMMENT 


This department of California and Western Medicine presents editorial comment by contributing members on items of 
medical progress, science and practice, and on topics from recent medical books or journals. 

Ricdiens Associations to submit brief editorial discussions suitable for 
No presentation should be over five hundred words in length. 


An invitation is extended to 








he Growing Complexities of Serum-Thera- 

peutic Logic.*—Were a professional im- 
munologist to attempt to epitomize the clinical 
meaning of the newer theories of serology, he 
could not do better than select a single typical 
example. Few examples would be better fitted to 
this purpose than the classical attempts to prepare 
a clinically useful antipoliomyelitis serum by the 
injection of spinal-cord emulsions of experimen- 
tally infected monkeys into horses. Twenty years 
ago the qualitative success of this technical method 
was axiomatic. To the newer dyni umic serology 
and microbiology, however, this axiom is replaced 
by a pyramid of a dozen basic hypotheses. An 
appreciable error in any one of these hypotheses 
would vitiate the hoped-for therapeutic success. 
Among these hypotheses now substituted for the 
classical intuition are: 

(a) The assumption that human poliomyelitis 
is a specific infectious disease, caused by a quali- 
tatively invariable extraneous infectious agent, 
and is not a mere symptom complex of multiple 
extrinsic or intrinsic etiology. (Quantitative vari- 
ations in this hypothetical unit virus, such as 
increases or decreases in its specific virulence, 
would, of course, not vitiate the classical logic.) 

(b) The assumption that human convalescent 
immunity to this disease is specific, that the sole 
or essential factor in this acquired immunity is 
the formation or liberation of specific humoral 
antibodies. (An essentiallly nonhumoral or spe- 
cific cellular immunity has been recently alleged 
for certain other infectious diseases. ) 

(c) The assumption that this hypothetical unit 
virus is not “transformed” or does not “mutate” 
into a new biochemical specificity on injection into 
monkeys. (Such qualitative adaptations of mi- 
crobic specificity have been recently alleged for 
certain other infectious agents. ) 

(d) The assumption that the subcutaneous or 
intravenous “specificity differential” between the 
antirhesus phase of this virus and the tissues of 
the horse, is qualitatively identical with its origi- 
nal antihuman “specificity differential” in man. 
(Horse immunity and human immunity are known 
to be directed against different chemical factors 
in certain antigens, the horse antiserums being 
deficient in certain antibody factors presumably 
essential for man.) 

(e) The assumption that the rhesus spinal cord 
does not contain “heterophile” or fractional human 
specificities in sufficient quantities to stimulate 
the production of antihuman endotheliotoxins or 


* This is the first of a series of three papers. 
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neurotoxins in the horse. (Such accessory cyto- 
toxins against certain animal species are known 
to be produced when certain antigens are injected 
into certain other animal species. ) 


(f) The assumption that the horse antibodies 
injected into man would not function as specific 
growth stimulants for the already present polio- 
myelitis virus nor produce a clinically dangerous 
specific immunological negative phase. (That cer- 
tain presumably immune serums act as specific 
growth stimulants for the corresponding bacteria 
is one of the recent surprises of theoretical im- 
munology. The precipitous lowering of specific 
resistance is a recently recognized contraindicant 
for certain proposed methods of specific vaccine 
therapy. ) 

To which must be added (qg) the classical hope 
that the horse antibodies can be produced in suffi- 
ciently high titer for clinical use and that, injected 
into man, these alien humoral defenses are not 
denatured, bound or otherwise inactivated with 
sufficient rapidity to prevent their hoped-for thera- 
peutic value. 

Research serologists today are frankly and 
courageously facing a score of such hitherto 
ignored biological complexities, with numerous 
newly plausible explanations of previous clinical 
nonsuccess, and renewed hope of ultimate thera- 
peutic victory. 

Stanford University. 


W. H. MANwaRrING, 
Palo Alto. 


(To be continued) 


Puree ae —Encephalography not only 
aids in the diagnosis of obscure brain lesions, 
but is also of definite therapeutic value in cer- 
tain neurological diseases, Encephalography is the 
x-ray visualization of the cerebral subarachnoid 
spaces and the cerebral ventricles by means of 
the fractional removal of cerebrospinal fluid by 
cisternal or lumbar puncture with a fraction in- 
sufflation of air. - 

The encephalogram reveals the size of the 
ventricles, whether they are dilated, as in hydro- 
cephalus; contracted, distorted or pushed to one 
side of the brain, as in tumor; or whether they 
are of normal size and position. The third ventri- 
cle, the aqueduct of Sylvius, and the fourth 
ventricle are outlined. Any obstructions in these 
areas, or failure to fill can be readily interpreted. 
Abnormalities in the subarachnoid space are 
visualized, such as arachnitis—referring to ad- 
hesions of the arachnoid—with a resultant ab- 
sence of air over the cortex, or extensive pockets 
of air as occurring in so-called cortical atrophy, 
or changes in position of the head on x-ray film. 
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Encephalography must be differentiated from 
ventriculography, which is the visualization of the 
ventricles only, and is carried out by direct 
ventricular puncture. Each of these procedures 
has its use in the diagnosis of brain lesions. En- 
cephalography is contraindicated in brain tumor 
suspects wherein the spinal manometric pressure 
is above 20 millimeters of mercury (taken in the 
horizontal position), or in patients giving clinical 
signs of posterior fossa lesions. In these cases we 
fear the possibility of the medulla jamming into 
the foramen magnum, which results in respiratory 
failure and death. 


During the procedure of encephalography some 
of the patients perspire freely, variation of blood 
pressure and pulse occur; they infrequently col- 
lapse, and rarely have convulsions, though head- 
aches, nausea and vomiting usually occur. The 
cell count of the spinal fluid is increased and the 
patient is ill for approximately twenty-four hours. 
The mortality in a series of 325 cases reported by 
Grant was one patient, In fifty cases under the 
author’s observation, there was no death. This is 
in contrast to ventriculography, which carries a 
mortality of 5 to 10 per cent. However, it must 
be remembered encephalography is performed in 
the less seriously ill patients. 

When unusual neurological symptoms exist, 
encephalography aids by establishing an organic 
diagnosis. The presence of surgical lesions is 
verified, such as tumor, cysts, etc., and may be 
accurately differentiated from nonsurgical cere- 
bral lesions. 

Convulsive states which arise from mass lesions, 
infections or trauma, or from causes unknown, 
are segregated by means of the encephalogram 
into surgical and nonsurgical types. As we all 
know, convulsive seizures are frequently the first 
signs of brain tumor, and it is for this reason that 
encephalography should be considered in all cases 
of early epilepsy. Various abnormalities of the 
ventricular system or subarachnoid spaces are 
demonstrated in certain cases of idiopathic epi- 
lepsy, as well as the traumatic type. In cases of 
epilepsy of the idiopathic and traumatic type, en- 
cephalography frequently decreases the number of 
convulsions, and in some patients even stops con- 
vulsions for a period of time. Though this method 
cannot be recommended as a cure for epilepsy, 
or even a relief, it is interesting to note that such 
improvements do occur. 

Following head injuries and with the develop- 
ment of the post-traumatic sequelae such as head- 
ache, dizziness, etc., abnormalities of the ventricu- 
lar system and the subarachnoid channels are often 
visualized by encephalography. Not only is the 
encephalogram of value for diagnostic purposes 
in such cases, but it frequently relieves the severe 
post-traumatic headaches. It is unfortunate this 
procedure is not used more widely as a therapeutic 
adjunct for these troublesome head pains. 

singel, Liebermeister, Holtz, Siegle and Soll- 
gruber, Heymann and Hamburger reported some 
success in the treatment of meningitis. Guttmann 
and Kirschbaum, as well as Ebaugh, stated that 
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in tabes and progressive paralysis the prognosis 
and results of malarial treatment may be deter- 
mined by an encephalogram. 


In cases of spastic paraplegia and retarded men- 
tality due, apparently, to birth trauma or defec- 
tive development, encephalography is of value in 
arriving at an accurate anatomic diagnosis and 
prognosticating, to some degree, the future of the 
child—whether intensive training is justified or 
whether surgical intervention is indicated. The 
conventional diagnosis of feeble-mindedness, epi- 
lepsy and cerebral palsy do not define the ana- 
tomic or physiological defects. However, one 
must not entirely rely upon the encephalographic 
diagnosis, or prognosticate decisions on the basis 
of encephalograms alone. 

1118 Roosevelt Building. 

Mark ALBERT GLASER, 
Los Angeles. 





International Association for Prevention of Blindness. 
Progress achieved during the past year in the world- 
wide movement for conservation of vision, particu- 
larly in the effort to guard the eyesight of school 
children, was described in New York City by delegates 
from England, France, Germany, Switzerland, and the 
United States at the third annual meeting of the Inter- 
national Association for Prevention of Blindness. 


The United States was represented by Mrs. Wini- 
fred Hathaway of New York City. ... Addressing 
the convention on the topic, “The History and De- 
velopment of Sight-Saving Classes in the United 
States,’ Mrs. Hathaway said: “Into the foundation 
of any great building, whether it be an actual archi- 
tectural structure, a progressive movement, or a cause, 
are woven the thoughts and ideals of thinkers living 
in advance of their times. Those in the United States 
interested in the development of special educational 
advantages for partially seeing children are ever mind- 
ful of the fact that, away back in 1802, Franz Von 
Gaheis of Austria was the first to recognize that 
partially seeing children were quite as much misfits 
in schools for the blind as in schools for the normally 
seeing. 

“It was not until 1908, however, that James Kerr 
and Bishop Harmon in London brought about the 
establishment of the first special classes for myopes. 
The city of Strasbourg, then in Germany, established 
classes in 1909. It was from these myope schools that 
the United States received its direct inspiration. 


“On a visit to England in 1909, Edward E. Allen, 
superintendent of the Perkins Institution for the Blind 
in Boston, learned of the myope schools recently 
established. . . . It took considerable time to convince 
educational authorities in the United States that spe- 
cial opportunities were necessary for partially seeing 
children, but due chiefly to Mr. Allen’s efforts, a class 
was established in Boston in April, 1913. In Sep- 
tember of that year, due to the efforts of Mr. Robert 
B. Irwin, a second class was established in Cleveland. 
From these two classes have developed the 409 sight- 
saving classes in the United States today. They are 
maintained by 118 cities in 22 states. These classes 
are now so generally accepted as a part of the edu- 
cational system that the period of fundamental experi- 
ment may be said to be of the past. 


“In the United States the most conservative esti- 
mate of the proportion of children requiring the ad- 
vantages of a sight-saving class is one in a thousand 
of the school population. However, in those states 
and cities that have most fully developed this type of 
education, the proportion more nearly approximates 
one in five hundred of the school population. At least 
five thousand sight-saving classes are needed to pro- 
vide proper educational facilities for all the visually 
handicapped school children in the United States. .. .” 
































































































































































































































































































































Part-Pay Clinic Plan for San Diego 


REPORT OF THE CLINIC COMMITTEE OF THE SAN DIEGO 
COUNTY MEDICAL SOCIETY* 

At the present time medical service is theoretically 
available in San Diego to two well-defined groups. 
These are the resident indigent, and the members of 
the community with incomes permitting them to pay 
for the services of specialists and private hospitals 
at regular fees. 

3etween these two classes is the low income group 
variously estimated at about 70 per cent of the popu- 
lation in most communities. 

Although the medical profession have been acutely 
conscious of the financial burden illness brings to this 
group, the suggestion for organized relief first came 
from the Health Council of the Community Welfare 
Council. With the point of view of the patient, phy- 
sician and hospital in mind, they made an intelligent 
and comprehensive report with a view to a satisfac- 
tory solution of this most important problem. Their 
recommendation is particularly significant at this time 
when many social groups outside the profession are 
proposing Utopian and socialistic ideas for adequate 
medical care for these individuals. Unfortunately, 
however, many of these public minded citizens are 
considering the welfare of the patient only and are 
ignoring the welfare of the other agencies involved. 

The original report of the Health Council dealt 
with a practical plan of operation and scientific stand- 
ards which with certain modifications suggested by 
the Council of the County Medical Society, was 
adopted by the Health Council August 18, 1932. 


ORGANIZATION OF THE CENTRAL CLINIC SERVICE 


The adoption of the above report created an execu- 
tive committee known as the Central Clinic Commit- 
tee composed of representatives from the County 
Medical Society, Community Welfare Council, County 
and City Health Departments, County Hospital Ad- 
visory Board, Health and Development Department 
of the City Schools, Navy Relief, Mercy Hospital and 
San Diego Hospital. 

Under the by-laws of this committee the above 
Board of Directors have the power to appoint an 
executive secretary and assistant executive secre- 
tary, medical social workers, clerks, stenographers, 
nurses, clinicians and other employees as from time 
to time may be deemed necessary to perfect the 
operation of the Central Clinic Service. 


* Presented by Hall G. Holder, M.1D., chairman of the 
Clinic Committee, before the San Diego Medical Society, 
December 13, 1932. The report has been adopted by a reso- 
lution of the society. 
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C.M. A. DEPARTMENT OF PUBLIC RELATIONS 


An open forum for progress notes on the department’s activities, and for brief discussions on medical economics. 
Correspondence and suggestions invited. Address Walter M. Dickie, Room 2039, Four Fifty Sutter Street, San Francisco. 
This column is conducted by the Director of the Department. 
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Board of Directors 








Close contact with this Board of Directors is main- 
tained by the m:dical society through its Clinic Com- 
mittee whose chairman is represented on the board. 

Furthermore the by-laws provided for three operat- 
ing committees elected from the board, termed the 
Case Committee, Finance Committee and Publicity 
Committee. 

The Case Committee, composed of a chairman and 
two other members, will function in the establishment 
of policies for the use of clinics, on fee schedules, on 
medical social standards, and eligibility of patients. 
The work of the committee will be based on the case 
histories reported by the executive secretary. Major 
decisions of policy may or may not be referred to the 
entire board for official action. Members of the medi- 
cal society and Community Welfare Council will be 
invited to meet with the Case Committee at regular 
intervals. 

The Finance Committee, composed of the chairman 
of the board and two other members, arranges for the 
support of the clinic service. In addition they are 
charged with the organization of a suitable system of 
accounting and the responsibility for the disbursement 
of funds. 

I am glad to report that the necessary financial 
arrangements to complete an experimental period have 
already been arranged. We are particularly indebted 
to the Community Chest for a donation of $2500 and 
to the codperation of Mr. McMullen through the 
Hospital Advisory Board. 

The Publicity Committee, consisting of one or more 
members, will present the functions and program of 
the Central Clinic Service to the public through the 
use of the press, the radio and by talks given to vari- 
ous interested groups. This committee will function 
with the Publicity Committee of the Community Chest 
and that of the county medical society. 

The executive secretary will be the executive officer 
of the Board of Directors, and his or her duties will 
include the keeping of adequate records of all work 
performed by the Central Clinic Service; service re- 
ports on the volume and type of work; the supervision 
of medical case workers and other staff members em- 
ployed by the organization. These service reports 
shall include items on the use of the service by clinics, 
hospitals and physicians; financial and social status of 
patients given this service; cases accepted and rejected 
with reasons, and information as to the duplication 
of work by the different clinics. The executive sec- 
retary will consult with the Case Committee on mat- 
ters of policy concerning cases or procedures. Further 
duties of the executive secretary may include field 
work in connection with the standardization of clinics 
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Central Clinic Service 
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Physician Hospital Clinics Direct Self 
Reference 


as suggested by the Board of Directors. The powers 
of the executive secretary shall include the selection 
of the staff of the Central Clinic Service in accord- 
ance with clinic standards and recommendations. 
The selection of the staff members will be with the 
approval of the chairman of the Board of Directors. 


ADMINISTRATION OF PLAN 

Reference of patients to the Central Clinic Service 
will come from tour main sources: the physician, hos- 
pital, clinic or direct by the patient. By tar the most 
important of these will be the physician, who, in the 
majority of instances has the first contact. 

Of interest in this connection is material from a 
recent survey made by the executive secretary at the 
County Hospital. Of 607 admissions from October 17 
to November 15, 1932, 365, or 60.1 per cent, were 
referred by physicians. 

Patients applying directly to the hospital or clinic, 
except in emergencies, will be subject to a standard- 
ized social investigation as outlined by the Central 
Clinic Service. This may be done through the central 
office or by social workers stationed at the various 
hospitals or clinics. The relation of the County Hos- 
pital social service and the Central Clinic Service will 
be very close. Social workers at the County Hospital 
should be equipped to determine the patient’s exact 
classification based on her knowledge of the part-pay 
set-up. First interviews and additional data should 
be interchangeable between the County Hospital and 
the Central Clinic Service in order to prevent duplica- 
tion of work, and make for the greatest efficiency in 
the allocation of patients as shown by the following 
statistics. In a five-day intake study at the County 
Hospital, there was a total of 331 interviews, thirty- 
six, or ten per cent of which were definitely part-pay 
cases. During the past six months there has been an 
average daily intake of 62.3 cases, of which 8.7 cases 
are new hospital cases and 14.6 new clinic cases. 
These new cases represent the best material for part- 
pay clinics as these families have never before received 
free medical care in this community. The saying is 
“Once a County Hospital Case Always a County 
Hospital Case.” The first interview is therefore of 
great importance in determining the self-dependence 
of the patients with a view to caring for them on the 
part-pay clinic plan. Combining the referred out cases 
on the basis of the five-day count, which was ten per 
cent, with the 60 per cent that are referred direct to 
the county by physicians, it is estimated that approxi- 
mately twenty-one cases per day will reach the 
Central Clinic Service from the county alone, de- 
creasing their daily intake by 33.8 per cent. There 
will remain as an average daily intake for the County 
Hospital Social Service, approximately forty-one 
admissions per day, which includes about 16 per cent 
county welfare cases. 

At the present time eligibility of hospital and clinic 
treatment at the County Hospital is based on the fact 
that the applicant cannot pay full fees for medical care. 
At the present time there is no provision for treatment 
of part-pay non-residents, except emergency cases, 
which will be accepted by the county. With the 
establishing of the part-pay clinic plan, instituting a 
reduced fee schedule in physicians’ offices the eligi- 
bility standards for admission to the County Hospital 
will undergo some revision. 

Necessarily as this plan is known to the public 
many cases considering themselves in this part-pay 
group will apply directly to the Central Clinic Service 
for proper allocation. 
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In order that proper distribution of patients be 
done efficiently whether to a part-pay clinic or reduced 
fee case in the physician’s own office, it is necessary to 
obtain a detailed picture of their social and economic 
status. Furthermore, such a classification is impos- 
sible on the part of the social worker unless the phy- 
sician furnishes information as to the probable length 
of illness and the cost of the treatment involved. 
After an estimation of the above factors the Central 
Clinic Service is charged with the reference of as 
many cases possible to the physician’s office on a part- 
pay basis. 

No case will be referred to another service without 
consultation with the patient’s physician. Should a 
patient apply direct to the Central Clinic Service 
similarly if he has a physician, the latter will be con- 
sulted before any arrangement is made for treatment. 
The physician in each instance must accept the report 
of the social worker and agree to the part-pay plan 
worked out on the basis of the patient’s financial 
responsibility. Should this be so low as to be imprac- 
tical for acceptance in one’s office the patient may 
then be referred to a part-pay clinic. Should further 
problems arise during treatment on the fee plan such 
as need for additional treatment, complications or the 
need of hospitalization, then the Central Clinic Service 
should be contacted to arrange a plan for the new 
situation. These patients are eligible to hospitaliza- 
tion on a reduced fee basis of their economic situation 
permits, otherwise they automatically become eligible 
for county care. Likewise part-pay clinic patients may 
avail themselves of reduced fee hospitalization if pos- 
sible. Indigent cases belong at the County Hospital. 

OPERATION OF PLAN 

Facilities for placing this plan in operation are rep- 
resented first by the physician’s office for reduced fee 
care on the basis of the patient’s ability to pay a part 
of the regular fee which a careful social investigation 
shows practical. This service is to be on a cash basis, 
the prescribed fee being paid at each visit. Should a 
physician elect to treat a patient in his own office at 
part-pay clinic rates rather than having patient so 
referred it is his privilege. Should the financial status 
of a family or patient change, the physician should 
apply to the Central Clinic Service for a check-up 
relative to a change of classification. It is to be dis- 
tinctly understood that in accepting cases the phy- 
sician agrees to the social plan for each patient as 
determined by the Central Clinic Service. Further- 
more, all information furnished the Central Clinic 
Service relative to the medical situation and con- 
versely financial information regarding patients or 
families reported to the physician are strictly confi- 
dential. In referring patients to the Central Clinic 
Service for investigation no mention of fees should 
be made to the patient by the physician as these are 
to be apportioned according to the ability of the 
patient to pay as determined by the social investi- 
gation. 

The pediatricians in conference with the Health 
Department have recommended a plan for children 
which has been assimilated into the general plan. It is 
proposed that the following pediatric clinics be con- 
tinued for the present: 

Euclid—Wednesday, 1 to 3 p. m. 
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Stockton—Thursday, 9 to 10 a. m. 

Washington—Second, fourth and fifth Tuesdays of 
the month. 

Fremont—First Tuesday of the month. 

These clinics are to be diagnostic clinics only, cases 
requiring treatment will be sent to the physician’s 
office under the proper classification as determined 
by the Central Clinic Service. 

It is further recommended that a concerted effort 
be made through the Health Department and school 
organizations to have all immunization against diph- 
theria and smallpox made in these private low fee 
clinics. That a concerted effort be made to have all 
immunization done shortly after six months of age, 
and certainly before school age. That the type of 
immunization be standardized and the proper report 
blanks for the Health Department be enforced. It was 
also suggested in this connection that an advertising 
campaign be instituted early in the school year in 
which immunization would be done in the physician’s 
office for a stated period at reduced fees. That chil- 
dren whose parents are unable to pay the reduced fee 
schedule should be immunized free of charge, the 
Health Department furnishing the necessary ma- 
terials. Furthermore, it was recommended that all 
pre-school clinics as they are now conducted be dis- 
continued and a more concerted effort be made 
through the Health Department, the schools, and the 
parent-teacher organization to have this group of 
children examined each year through the regular 
channels in the physician’s office either on regular or 
part-pay schedule. 

All treatment clinics with the exception of the 
county will be on a part-pay basis. The largest gen- 
eral clinic will be located at Mercy Hospital with 
limited clinics at the San Diego Hospital, their special 
program being in gynecology and obstetrics. The 
home delivery obstetrical plan which will permit 
adequate obstetrical care in the home at a lower fee 
than hospitalization permits, may be carried on from 
the physician’s office or from central clinics for pre- 
and postpartum care of these patients in the districts 
where they are most abundant. Such a program pro- 
vides for proper equipment and nursing assistance 
through the aid of the Visiting Nurses Bureau. 

Fees for part-pay clinics will be as follows: Regis- 
tration fee of one dollar for the first visit and diagno- 
sis. In this instance the physician is asked to con- 
tribute his services gratis as 25 cents of the fee will be 
allotted the clinic and the remaining 75 cents will go 
toward financing the maintenance of the Central 
Clinic Service. For all subsequent visits the patient 
will be charged 50 cents, 25 cents of which will go to 
the clinic and 25 cents to the physician. Laboratory 
work will be charged for on the basis of 50 cents per 
examination, physiotherapy at 50 cents per treatment 
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and x-rays at 50 cents, 75 cents and one dollar, depend- 
ing on the size of the film. (Suggested fee schedule.) 

Mercy Hospital has arranged reduced fee hospitali- 
zation for cases certified as entitled to this service 
on the following basis: 

Medical cases: Ward bed, $3; two-bed ward, $3.25, 
and private rooms, $3.50. This fee includes all x-ray 
examinations, laboratory work and medication with 
the exception of certain expensive serums. It is to be 
understood that these patients will accept ward beds 
unless the attending physician indicates that the 
nature of the case requires other accommodations. 
For surgical and obstetrical cases in addition to the 
laboratory work and medication, delivery room and 
operating room fees will be included in the following 
rates: Ward bed, $3.50; two-bed ward, $4; and private 
room, $4.50. This plan is to operate on a cash basis 
for both the hospital and physician and again the medi- 
cal or surgical fees will in no instance exceed the cost 
of hospitalization, but in most cases should be ap- 
proximately the same. For example, the ordinary sur- 
gical case remaining in the hospital about two weeks 
would represent $50 as the cost of hospitalization, 
which would entitle the surgeon to a similar amount. 
The anesthetist and assistant would be arranged for 
at proportionate fees. An individual or family capable 
of paying more than $100 cash would not be entitled 
to this reduced fee basis. 

Major illness in the home will be cared for in a 
similar way on the basis of what part of the regular 
fee social investigation shows to be possible. 

Staff positions on part-pay clinics will be worked 
out for the greatest possible number, it being hoped 
that by frequent rotation everyone interested will 
have an opportunity to serve. 

The problem of the allocation of patients referred 
to the Central Clinic Service in which there is no 
choice of physician will be one of assignment in alpha- 
betical rotation to those men who have signed with 
the Central Clinic Service as interested in the respec- 
tive fields of medical practice. One need not neces- 
sarily limit his interest to one field but should indicate 
the type of case he is capable of caring for. Central 
Clinic Service files will be open at all times to any 
member of the county medical society who may care 
to verify their regularity. If there is any complaint in 
this respect, it should be reported to the Clinic Com- 
mittee for investigation. 

We are assured the full codperation of the local 
naval authorities who have signified their willingness 
to help out in any way possible. We may expect the 
cooperation of their social service with the Central 
Clinic Service. A better method of identification of 
those entitled to navy care is under consideration 
which, if feasible, will eliminate ineligibles from 
receiving medical care to which they are not entitled. 


Cuart 4.—Facilities and Plan of Operation 
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Our relations with the Navy Relief Society and the 
office of the commandant of this district are most 
cordial. 

IN CONCLUSION 


In conclusion, | wish to emphasize that the Council 
of this society has indorsed and this committee has 
attempted to develop a plan for adequate scientific 
care tor a problem group in society, safeguarding your 
individual interests on the following points: 

1. The plan is under the control of the society. 

2. It guarantees free choice of physician by the 
patient. 

3. Active participation is open to every member 
in the medical society. 

4. It provides for a minimum cost of administration 
by operating on a non-profit basis. 

5. It places responsibility for the quality of service 
directly on the organized profession. 

6. It removes the possibility of unethical compe- 
tition because it includes all physicians in the society 
and fixes a fee schedule. ; 

7. Lastly, should some form of insurance practice 
sponsored by the county medical society seem advis- 
able in the future, through our records at the Central 
Clinic Service we will know best those entitled to 
such insurance and will have a working set-up to put 
such a plan in operation. (Since the presentation of 
this paper, the Scripps Memorial Hospital of La Jolla 
has signified its willingness to codperate to the fullest 
extent with this plan.) 


es * 


Some Economic Aspects of Nursing* 


Nursing has been as vigorously attacked from the 
economic aspect, although not as widely written about, 
as medicine. The cost of nursing has been an item in 
the general cost of medical care and none has been 
more cognizant of this than the nurses themselves. 
But, as in the case of medical care, it may be the 
system and not the individual who is to blame. 

The economic situation in nursing has for a consid- 
erable period caused profound concern to nurses 
watching the trend of medicine, and in 1923 the alarm 
was sounded that nurses were beginning to increase 
beyond the demand in certain respects while at the 
same time many sick people were not receiving 
nursing. For the past three years committees of 
nurses have been at work on studies dealing with the 
situation of supplying nursing care on a more equable 
basis to all persons. They have seen, as in the case 
of medical practice, that the personal nurse-patient 
basis is costly and extravagant. To distribute service 
so that patients could receive all necessary nursing 
and yet not be taxed for unnecessary care has been 
the object toward which plans have been directed. 
Notably among these has been the so-called “group 
nursing plan”: two patients and one nurse. This has 
been adopted by a large number of hospitals in the 
United States, but not generally taken up in Califor- 
nia. The cost to the patient has been considerably 
lowered by this method of sharing nursing service. 


On the individual patient-nurse basis, the eight- 


hour day is gaining favor with patients, physicians, 
nurses and hospitals. Begun in August, 1929, in the 
Hospital of the Good Samaritan, the eight-hour day 
became immediately popular in that institution. The 
nurses agreed to reduce their fee from $7 to $6 a day, 
observe the eight-hour schedule and provide their own 
maintenance. The patient found that the twenty-four 
hours was covered by three nurses, costing him $18, 
and his bill did not contain the item “nurse’s” board— 
$4 for each day. He also found that he was soon able 
to drop one nurse, reducing his nursing cost to $12. 
If his condition permitted, he could later drop the 
second nurse and a further reduction to $6, giving 
him still a good nursing service of eight hours from 
7 a.m. to 3 p. m. This plan worked out so well at 
the Hospital of the Good Samaritan that it has been 
adopted generally in Los Angeles and other southern 
cities. Due to continued economic strain, the nurses 
proposed a reduced rate to $5, in some instances $5.50, 
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and an expressed desire to take care of their own 
maintenance. Nurses throughout the state have de- 
sired the discontinuance of the patient paying the 
hospital for their (the nurses) meals, and in all their 
approaches to the hospital authorities they have en- 
deavored to get this stopped. 

Nursing service in the hospital has been expensive 
and not always satisfactory which has been due to 
various reasons, notably the reduction of the nursing 
staff to a degree that precludes average adequate care 
and brings a burden upon the patient of having to 
purchase additional service beyond what he was 
already paying for. A sufficiently liberal nursing per- 
sonnel in a hospital would not necessitate the expense 
of so much special nursing except in cases of ex- 
tremely ill patients or those in the luxury class. 

A nursing personnel of graduate nurses on salary, 
an eight-hour day and caring for their own main- 
tenance would make a much more satisfactory service 
than what now prevails so far as patients are con- 
cerned. Furthermore, if patients could purchase the 
amount of nursing service they required or wanted, 
it would not be a loss to the hospital. In other words, 
if nursing service would be an item the same as labora- 
tory service and carry its own expense, balancing its 
own budget, and under the control of the superin- 
tendent of nurses, it might be a different story for 
the hospital. Reducing nurses’ fees is not the solu- 
tion of the present hospital dilemma, but a system 
within the hospital that will be more in accordance 
with the patient’s needs. 

Nursing in the home has encountered many diffi- 
culties. All sick people are not in hospitals, in fact 
many are ill and need good nursing care in their 
homes. One primary difficulty has been that nurses 
have not been trained for home nursing and this 
most valuable part of nursing has been overlooked 
in the desire to train the nurse for the hospital patient 
only. After graduation nurses have been obliged to 
get additional training to prepare for this type of 
work now largely done by Visiting Nurse Associa- 
tions. Unfortunately, the line of least resistance for 
the graduate has been hospital special work and a 
large majority elected to do this to the neglect of 
home nursing. 

Now comes a new situation and patients are not in 
hospitals, county hospitals excepted, but in their 
homes. This should call for a new order of service 
to meet newer necessities. Each home has its own 
peculiar conditions which must be considered on an 
individual basis. The sick have need of varying 
amounts of nursing from a service covering twenty- 
four hours to a visit of one hour or even less. Here, 
nursing service should be of such a flexible order as 
will meet the medical need as well as the family 
pocketbook. This obviously cannot be done on an 
individual patient-nurse basis but must emanate from 
an organized plan with nurse on salary and transpor- 
tation expenses paid. 

It is surprising that in California, a state that has 
progressed so far in its health work, there has 
been a very meager provision made by our communi- 
ties to care for the sick in their homes. Visiting nurse 
associations are to be found in but a few cities: Santa 
Barbara, Pasadena, San Francisco, Oakland, San 
Diego, where each is endeavoring to carry an ever 
enlarging burden of work in the home care of the 
sick. Such cities as Sacramento, Fresno, Bakersfield, 
might easily support such a plan for their people, not 
to speak of our rural towns in which such service is 
greatly needed. 

The nurses throughout the United States are 
grappling with these difficult economic problems and 
through their committees, especially the Committee 
on the Grading of Schools of Nursing, have been seek- 
ing information, making studies over a period of six 
years, the results of which have been published in 
their own publications. These studies are now shaping 
into definite programs of action. Codperation with the 
medical group working on similar studies and plans 
will no doubt create some constructive workable order 
for the care of the sick, both in hospitals and in their 
homes. 
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The Cancer Commission was brought into being by the House of Delegates of the California Medical Association to aid 


in the furtherance of all efforts to combat cancer. 


The roster of officers and the central office of the Commission to which 


communications may be sent is printed in this issue of California and Western Medicine (see front cover directory). 
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REPORT OF COMMITTEE ON EYE, EAR, 
NOSE AND THROAT TUMORS 


CANCER OF THE EYEBALL 


There is little opportunity or need to educate the 
layman recognizing specific symptoms as suggestive 
of tumor of the eyeball. The layman promptly seeks 
medical aid for trivial manifestations or disturbances 
in his most sensitive organ of special sense. 


It is important that the general practitioner, to 
whom many patients first go, recognize the possibility 
of malignancy in its various manifestations in the 
eyeball. Here, as elsewhere, early diagnosis is of 
extreme importance, as it is possible not only to save 
life but often to save vision, if early attention is 
given the beginning tumor. 


The most common tumors of the eyeball (melanoma 
of the choroid in adults and _ neuro-epithelioma 
(glioma) of the retina in the very young) are both 
without pain in their initial stages. Unilateral loss of 
vision without pain or infection and with no external 
evidence of pathology, should lead to the suspicion 
of an intraocular tumor. An immediate ophthalmo- 
scopic examination is necessary for differential diag- 
nosis. This early recognition may enable one to pre- 
vent metastases though the eyeball itself is lost. Any 
growth on the conjunctiva that infiltrates underlying tissue 
strongly suggests malignancy. Early recognition may 
permit treatment with radiation or surgery (including 
electrodesiccation) and prevent the sacrifice of the eye- 
ball and loss of serviceable vision. 

There seems to be little if any question as to 
accepted methods of diagnosis and treatment of 
tumors of the eyeball. Recently there has been a very 
noticeable trend toward radium and x-ray therapy 
wherever possible, rather than immediate recourse to 
surgery. There should be consultation and coépera- 
tion between oculists and radiologists to the end that 
loss of the eyeball or deforming operative procedures 
be avoided whenever possible. 

Note by Cancer Commission.—In the treatment of the 
above conditions, mention is made of postoperative radi- 
ation therapy. Attention is directed to the fact that in 
general the Radiology Committee strongly urges pre- 
operative radiation as being even more valuable than 
postoperative. It is assumed that where preservation of 
the eyeball is contemplated care in radiation will be exer- 
cised on account of the danger of producing cataract. See 


report of Radiology Committee, California and Western 
Medicine, Vol. 37, p. 409, December, 1932. 


It is again urged that where there is a choice between 
radiation and surgery or where both are contemplated, 
consultation between surgeon and radiologist should be 
held before any treatment is begun. 


Following is a summary of the majority opinion of 


the committee on the diagnosis and treatment of the 
principal eyeball growths: 


Carcinoma of Caruncle.—This is a rare tumor, origi- 
nating in the caruncular glands. It should be removed 
completely followed by x-ray or heavily filtered 
radium pack. 

ul 


Epithelioma of Conjunctiva is usually found at the 
corneoscleral junction where the two types of epi- 


thelium meet. It presents itself as a small rounded 
nodular mass slowly increasing in size, not painful, 
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usually occurring after the age of forty-five years. 
Blood vessels in association branch in an irregular 
manner and show excessive development. The growth 
may be lobulated with free edges, but the point of 
origin is firmly attached. It may invade the corneal 
lamellae and lead to perforation. There is a tendency 
to spread along the sheaths of the anterior ciliary 
vessels. 


Treatment, Epithelioma of Conjunctiva.—If the cornea 
or sclera is not infiltrated, one may excise the growth 
by whatever method the individual operator elects. 
Subconjunctival tissue must be removed widely due 
to its tendency to extend along lymphatics. Removal 
should be followed by the use of x-ray or radium. 
In small tumors, if there has not been a perforation, 
radiation in large doses may be successful. Metastases 
are late and the tumors are usually radiosensitive. 
Enucleation of the eyeball should be done at once if 
there is any question of inability to remove or destroy 
entire growth. Prevention of metastases should be 
considered even if necessary to sacrifice good vision. 
The preauricular glands should be excised if palpable. 


Ill 


Tumors of Cornea—Primary corneal tumors are 
extremely rare. Corneal growths are usually epithelio- 
mata starting in the conjunctiva and spreading into 
corneal tissue. Enucleation is usually necessary. In 
early cases radiation should be tried first for a limited 
time (having in consideration the vision in the un- 
affected eye). 

IV 


Tumors of Iris—Carcinoma of the iris is rare and 
usually metastatic. Any part of the iris may be in- 
volved. It appears in the form of small brownish 
growths rapidly increasing in size. One-third of the 
cases involve both eyes. It is more frequent in women 
and the majority of cases follow carcinoma of the 
breast. Sections show alveoli containing groups of 
glandular epithelial cells and no intercellular sub- 
stance. The cells show degeneration and become 
vacuolated. It rapidly involves other parts of the eye, 
and due to its widespread and early dissemination 
the disease is usually rapidly fatal. Glaucoma usually 
occurs. Evisceration of orbit may be performed for 
palliation. 

Melanoma is the most common malignant tumor of 
the iris and probably originates from small nevi. 
It may or may not be pigmented. It is more frequent 
in females between the ages of thirty-five and fifty-five. 
Descemetitis is often present and dust-like pigment 
appears. Giaucoma presents itself sooner or later. 
Iridectomy is done for diagnostic purposes. It must 
be differentiated from tubercle, hemangioma, cyst and 
gumma. Sections of tissue show small spindle cells 
with large nuclei in tumor with much pigment. 


Treatment, Tumors of Iris —The possibility of re- 
moving the growth, if small, by broad iridectomy is 
admitted by many authors. However, simultaneous 
involvement of the ciliary body may be present which 
cannot be seen. For this reason enucleation, and not 
iridectomy, is recommended by others and appears to 
be the safer procedure. All are agreed that larger 
growths require immediate enucleation. It is possible 
to diagnose and remove many melanomata before 
metastasis has taken place and a variable percentage 
of cures may be obtained. 
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Carcinoma of the Choroid is rare, and always meta- 
static, the primary growth being most often in the 
breast. The ophthalmoscope discloses a flat or oval 
tumor, dirty yellow in color and usually with scattered 
pigment spots at the posterior pole of the eye. 
Enucleation may be necessary to relieve pain. 

Melanoma of the Choroid is usually primary but may 
be metastatic. The ophthalmoscope reveals a dark- 
ened knob-like tumor mass extending into the vitreous, 
most often at the posterior pole of the eye. It is 
early accompanied by retinal detachment which shows 
a darkened reflex by transillumination. Vision is vari- 
ously affected, depending upon the extent and loca- 
tion of the retinal detachment. There may be no pain. 
Intraocular tension is not increased. This is the so- 
called first stage which may last from one to two 
years. 

The second stage is characterized by the rise of 
intraocular tension with the accompanying signs and 
symptoms of an acute inflammatory glaucoma, the 
most prominent of which being steamy cornea, 
shallow anterior chamber, great congestion, opacities 
in the media and intense pain. 


In the third stage, the tumor escapes the globe 
either posteriorly along the nerve to invade the orbit 
or by rupture anteriorly at the sclerocorneal margin. 
Involvement of surrounding tissue is rapid and death 
usually ensues within a few weeks through metastases 
to other organs. 


Treatment, Melanoma of Choroid—Immediate enucle- 
ation in stages one and two; in stage three, complete 
orbital exteneration. 

The prognosis varies with the time of recognition, 
being best (as high as 60 per cent cures) in the pre- 
glaucomatous stage, less hopeful (40 per cent) after 
glaucoma has ensued and very bad after orbital 
involvement. 

vI 


Neuroepithelioma (Glioma) of the Retina grows from 
the two granular layers of the retina, chiefly from 
the inner one. The cells grow along the larger vessels, 
giving a tubular appearance. It is a disease of early 
childhood, usually under three years of age. In 
25 per cent of cases, both eyes are affected. It may 
appear in several members of the same family. The 
first symptom is a peculiar reflex from the eye resem- 
bling a cat’s eye in the dark. Parents notice the child 
is blind in the affected eye. There is no pain or red- 
ness, the media is clear, the pupil dilated. The oph- 
thalmoscope discloses a whitish-yellow mass in the 
fundus covered with a network of vessels with smooth 
or nodulated surface. This stage may last several 
months while the growth gradually fills the globe. 
Then pressure symptoms arise. There is increased 
tension, pain and congestion; the child is fretful with 
increasing cachexia. The growth finally breaks out of 
the globe at the corneoscleral margin in front, or 
along the optic nerve behind. It now grows very fast 
and involves other structures by contiguity or metas- 
tasis, and is rapidly fatal. 


Treatment.——I mmediate enucleation if growth is still 
confined to the globe; otherwise, complete exentera- 
tion. One member of the committee suggests that if 
the eye to be treated is the only remaining eye it 
would seem justifiable to try radiation first. Oc- 
casional cures have been obtained, but the prognosis 
is usually bad. 

SUMMARY 


1. Unilateral loss of vision without pain or infec- 
tion should arouse immediate suspicion of intra- 
ocular tumor. 


2. Any growth on the sclera or conjunctiva infil- 
trating underlying tissues strongly suggests malig- 
nancy. Many of these tumors may be cured’ without 
sacrifice of the eyeball. 

3. Early recognition of many of the tumors of the 
eyeball may permit cure without sacrifice of the eye- 
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ball; or, if not that, at least life-saving, by removal 
of the eyeball before metastasis has occurred. 
Respectfully submitted, 
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Relationship Between Occupation and Cancer—Of 
898 cases of primary cancer of the lung the majority 
occurred in patients belonging to the laboring class; 
but no one type of labor was specially concerned. 
People engaged in dusty occupations seemed to be 
more prone to develop cancer of the lung than people 
in other occupations. It would thus appear that a 
dusty atmosphere is, definitely, a predisposing cause 
of primary cancer of the lung.—Ninth Annual Report, 
British Empire Cancer Campaign, 1932. 


Contemplated Changes in New York Sanitary Code— 
At a meeting of the Public Health Council on June 28, 
1932, important regulations were considered for in- 
clusion in the Sanitary Code. 


APPROVAL OF SURGICAL PATHOLOGISTS 

Proposed Regulation.—Tissue removed at operation or 
necropsy to be examined. Representative specimens of 
tissue removed at operation or at necropsy which require 
laboratory examination as an aid in the diagnosis, pre- 
vention, or treatment of disease or to determine the cause 
of death shall be submitted to an approved laboratory, to 
the division of laboratories and research, Albany or New 
York City, or to the state institute for the study of malig- 
nant diseases, Buffalo. 

Physicians and surgeons must, in many instances, 
depend upon the ability of the pathologist who ex- 
amines specimens of tissue from their patients. Con- 
sequently, persons doing such work should have had 
adequate training and experience. Should a mistake 
be made in the examination of a specimen, a muti- 
lating operation may be performed unnecessarily, or, 
if the growth is cancerous and the pathologist fails 
to recognize evidence of malignancy in the specimen 
which he examines, the patient may lose his only 
chance of proper treatment and possible recovery. 
The commission appointed by Governor Roosevelt in 
1930 to advise him relative to the administrative and 
legislative aspects of public health in New York State 
has presented the matter concisely in its report. “The 
commission has been impressed by numerous reports 
of the lack of qualifications on the part of pathologists 
who make tissue diagnoses of cancer. This is a seri- 
ous matter, since an error of the pathologist is likely 
to result either in a needless operation or in the failure 
to operate when the patient is in need of it. The State 
Department of Health and the Public Health Council 
have done much to extend and to improve the quality 
of bacteriological service in public health laboratories 
throughout the state through a system of approval 
issued to such institutions. The system of approval 
should be extended to include pathological labora- 
tories and pathologists” (Public Health in New York 
State*) 

The legislative bodies have appreciated the need for 
suitable action. Last spring the Public Health Law 
was amended to permit the Commissioner of Health 
to issue approval to surgical pathologists as well as 
to directors and bacteriologists in charge of labora- 
tories—New York State Department Health News. 


*Report of the New York State Health Commission, 
1932, pp. 394-395. 
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OFFICIAL NOTICE 


Hotel Del Monte 
Rates for Annual Session, April 24-27, 1933 


The following rates are quoted, American Plan: 

Single room with bath (one person), $9 per day. 

Double room with bath (two persons), $8 each per- 
son per day. 

Two single rooms, bath between 
$8.50 each person per day. 

Two double rooms, bath between (four persons), 
$7.50 each person per day. 

Two double rooms, bath between (six persons, bed 
for each), $7 each person per day. 


(two persons), 


COMPONENT COUNTY MEDICAL 
SOCIETIES 
CONTRA COSTA COUNTY 


The December meeting of the Contra Costa County 
Medical Society took place on the evening of Satur- 
day, December 17, 1932, at the Hotel Carquinez. 

Following the custom of bygone years, this was the 
annual party, held jointly by the medical and dental 
professions. 

The evening was most delightfully occupied by an 
excellent dinner, followed by dancing, the music for 
which was furnished by the Denny Shaw orchestra. 
During the dinner the guests were entertained by the 
vivacious Spanish dance team, Arco and Anita, and 
by an intensely interesting short historical sketch of 
the Contra Costa County Medical Society by Dr. C. L. 
Abbott, who introduced as a feature climax to his 
talk a typical old-time advertising medicine man, 
whose monologue on the merits of his patent reme- 
dies was of such rapid-fire tempo as to leave one 
breathless but delightfully regaled. 

The ladies of the auxiliary had arranged the deco- 
rations, and the room was charming in appropriate 
holiday dress. For this addition to the pleasure of 
the evening, we are especially indebted to Mrs. Rose 
Abbott, Mrs. Helen Weil, Mrs. Fernandez, and Mrs. 
Lucas. 

Fifty-seven attended, and all voted the event one of 
the very best on record. 

For the success of the whole affair, we are indebted 
to the committee who worked so hard to make it 
memorable—Doctors Harry Ford, Kaho Daily, and 
M. L. Stauffer. 

That everyone enjoyed the party is attested by the 
expression on the part of many that we have two an- 
nual parties hereafter—an informal dinner in the mid- 
summer, and the time-honored formal in December. 


7 7 7 


The first regular monthly meeting for 1933 of the 
Contra Costa County Medical Society was held on 
Tuesday, January 10, at the Hotel Carquinez, Rich- 
mond, 

The meeting was called to order at 8:30 p. m., Dr. 
L. H. Fraser presiding. 
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The guest speaker of the evening was Dr. Charles 
Dukes of Oakland, chairman of the Public Relations 
Committee of the California Medical Association. He 
was introduced by the president, Doctor Fraser, and 
unfolded to the society, most clearly and compre- 
hensively, the method whereby Alameda County deals 
with the medical care of the indigent, those with a 
slight financial reserve, and the class not embraced in 
either of the above groups. He explained very fully 
the organization and the method whereby it functions, 
showing the feasibility of the same general plan, with 
some slight variations, which might be employed in 
our county. 

Much interesting discussion followed in which the 
following members participated: Doctors John Beard, 
Fred Nevius, William Rowell, Harry Ford, and Mar- 
guerite Keser. 

Mention was made of the illness of several of the 
members by the secretary—Doctors L. St. John Hely, 
H. L. Carpenter, and L. Abbott Hedges. 

The following communications were read by the 
secretary: 

A note of thanks from Mrs. Hely for the messages 
and flowers sent by the society to Doctor Hely. 

A resolution from the Orange County Medical So- 
ciety, relative to the gratis administration of immuni- 
zation to school children. Remarks were made on 
this subject by Dr. S. N. Weil and by Doctor Dukes, 
and the communication was ordered filed. Doctor 
Fraser recommended that each physician handle the 
problem individually. 

A letter from the Pittsburg Health Center, rela- 
tive to the establishment of an eye clinic, was dis- 
cussed by Dr. M. L. Stauffer, and referred to the 
Hospital Committee by Doctor Fraser. 

The following committees were appointed and an- 
nounced by Doctor Fraser for 1933: 

Public Policy and Legislation—H. G. Ford (chair- 
man), E. R. Guinan, W. A. Rowell. 

Medical Economics—S. N. Weil (chairman), J. W. 
Bumegarner. 

Hospitals and Clinics—U. S. Abbott (chairman), 
F, P. Nevius, J. A. Beard, M. Deininger-Keser. 

Health and Public Instruction—J. M. McCullough 
(chairman), C. R. Blake, J. W. Bumgarner. 

Membership—Clara H. Spalding (chairman), A. H. 
Beede, M. L. Stauffer, Kaho Daily. 

History and Obituary—W. E. Cunningham. 

Advisory Committee to Woman’s Auxiliary—W. S. 
Lucas (chairman), U. S. Abbott, H. L. Carpenter, 
Kaho Daily. 

Public Relations—H. G. Ford (chairman), U. S. 
Abbott, J. M. McCullough, S. N. Weil (secretary), 
A. H. Beede. 

An application for affiliation of Dr. J. J. Fitzgerald 
from Tehama County Medical Society was received 
and presented to the society by the secretary. This 
was referred to Dr. H. G. Ford, censor. 

After thanking Doctor Dukes for the splendid talk, 
the meeting was adjourned by Dr. H. L. Fraser. 
After this a buffet luncheon was served. 

The meeting had an attendance of twenty-five, seven 
of whom were guests: Doctors Dukes, Walter John- 
son, Kearns, Edmeads, William Powell, Mr. Johnson 
and Mr. Lopez. The eighteen members were: Doctors 
Fraser, Stauffer, Nevius, Keser, Rosa Powell, Ford, 
Rowell, Sweetser, Beard, Fernandez, Weil, J. B. Spald- 
ing, U. S. Abbott, Leggo, Belgum, Blake, Lucas, and 
Clara Spalding. 

CrarRA H. SPALDING, Secretary. 
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MARIN COUNTY 

At the annual meeting of the Marin County Medical 
Society held in December, 1932, the following officers 
were elected to serve during the year 1933: President, 
John H. Kuser, Cheda Building, San Rafael; vice- 
president, Joseph O. Hawkins, San Rafael; secretary- 
treasurer, Carl W. Clark, San Rafael. Board of 
Trustees: H. O. Howitt, San Rafael; A. H. Mays and 
C. F. Larson, both of Sausalito. 


Cart W. CLark, Secretary. 
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ORANGE COUNTY 


The forty-fifth annual meeting, inaugurating the 
forty-fourth year of the Orange County Medical As- 
sociation, was held, jointly with the Woman’s Aux- 
ney at the Santa Ana Country Club on January 3 
at / p. m. 

Delightful chamber music was furnished by a string 
trio during the dinner and interspersed with the pro- 
gram. The toastmaster was Dr. H. D. Newkirk. Mrs. 
F, E. Coulter, president of the state auxiliary, spoke 
on the State Auxiliary. ‘The retiring president’s address 
by Dr. J. L. Maroon on The Specialist followed. An 
address by the retiring county auxiliary president was 
given by Mrs. Dexter Ball. The incoming president 
of the auxiliary, Mrs. C. S. O’Toole, spoke on the 
County Auxiliary. The guest speaker was Mr. Baxter 
Geeting, who cleverly impersonated a French scien- 
tist until his identity was disclosed by the incoming 
president. The officers for the year 1933 were then 
installed. 

The following is a list of newly elected officers: 
President, William S. Wallace; vice-president, Harry 
G. Huffman; secretary-treasurer, Waldo S. Wehrly; 
librarian, C. D. Ball. Councilors: J. M. Burlew (1933- 
1935), D. R. Ball (1932-1934), F. H. Gobar (1931- 
1933), Delegates: D. R. Ball (1932-1933), J. I. Clark 
(1933-1934), J. L. Maroon (1933-1934). Alternates: 
W. F. Baker, H. G. Huffman, and R. P. Yeagle. 


Watpo S. WEHRLY, Secretary. 
we 


PLACER COUNTY 


The Placer County Medical Society held its regular 
monthly meeting in Auburn, Saturday, January 14. 

There were present the following members and 
visitors: 

Members—Doctors Crossen, Flatley, Radford, and 
Thoren, all of Weimar; Empey, Eveleth, and Louis 
E. Jones, all of Roseville; Monica Stoy Briner, C. Con- 
rad Briner, Dunievitz, Mackay, Miller, and Russell, 
all of Auburn; Peers of Colfax, Paul D. Barnes of 
Loomis, and L. B. Barnes of Newcastle, president of 
the society. 

Visitors—Doctors Arthur L. Bloomfield, professor 
of medicine, Stanford University Medical School, of 
San Francisco; J. F. McAnally of Roseville; Ward 
of Auburn; Emma W. Pope, secretary of the Cali- 
fornia Medical Association, of San Francisco; Mrs. 
Robert A. Peers of Colfax, and Miss Giottonini of 
Weimar. 

The application for membership of Dr. Ray C. At- 
kinson of Weimar was read and Doctor Atkinson was 
unanimously elected to membership. 

Resolutions on the deaths of Dr. Henry Nelson 
Miner and Dr. Robert Fleming Rooney were read and 
ordered incorporated in the minutes. 

The following committees were appointed by the 
president: 

Committee on Resolutions— Paul D. Barnes of 
Loomis and Lucas W. Empey of Roseville. 

Committee on Public Relations—Robert H. Eveleth, 
Louis E. Jones and Lucas W. Empey, all of Rose- 
ville; J. A. Russell of Auburn, with the president, 
L. B. Barnes, as ex-officio member of the committee. 

Dr. Max Dunievitz of Auburn reported a tase of a 
very large retrosternal thyroid in a woman of about 
seventy years of age. The doctor showed x-ray films 
taken before death, and also exhibited a beautifully 
mounted pathological specimen which included all the 
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thoracic contents. Doctor Dunievitz made a plea for 
more frequent autopsies. 

Dr. Paul D. Barnes of Loomis reported a case of 
herpes zoster in a child five years of age. He called 
attention to the rarity of herpes in children and dis- 
cussed the relation of herpes to chicken-pox. 

The president introduced Dr. Arthur L. Bloomfield, 
who addressed the society on The Development of 
knowledge About Acute Respiratory Infection (the com- 
mon cold). 

The importance of common cold was emphasized 
from the standpoint of the total disability to the com- 
munity. The essential disease featured by mild con- 
stitutional symptoms—malaise, aching, slight fever, 
and congestion of the mucosa of the upper air pas- 
sages with thin watery discharge—was differentiated 
from the sequela, such as otitis, sinusitis, and bron- 
chitis, which are not part of the primary infection. 
Theories of etiology were discussed and it was 
pointed out that ordinary bacteria are not the primary 
cause of colds because of their universal presence in 
the upper air passages and the lack of change in the 
flora when a cold comes on. The proof that colds 
are due to a filterable virus was analyzed. 

Specific treatment does not hold out promise, since 
a spontaneous attack only confers immunity for a few 
weeks. Mixed vaccines have no sound theoretical 
basis, since they do not contain the causative agent, 
but in practice they may have some nonspecific prophy- 
lactic effect by foreign protein action. If possible, per- 
sons with colds should be put to bed at the start or at 
least kept quietly at home, both for their own sake 
and to limit the spread of infection. 

Doctor Bloomfield’s address was discussed by Drs. 
Peers, C. C. Briner, Max Dunievitz, R. H. Eveleth, 
L. B. Barnes, Monica Stoy Briner, and L. W. Empey. 
The discussion was closed by Doctor Bloomfield. 

The president introduced Dr. Emma W. Pope. 
Doctor Pope made a few remarks. 


Ropert A. Peers, Secretary. 
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SAN BERNARDINO COUNTY 


The San Bernardino County Medical Society held a 
regular meeting at the county hospital in San Ber- 
nardino on Tuesday, January 3. 

The meeting was called to order by the president 
at 8:10 p. m. 

An invitation from the Harbor Branch of the Los 
Angeles County Medical Society was given attention. 

The program of the evening was then given, and is 
as follows: 

Talking motion pictures—Courtesy of the Petro- 
lagar Laboratories: “Repair of Urethrocele, Cystocele 
and Lacerations of the Cervix”; “Repair of Second 
and Third Degree Lacerations of the Perineum and 
Rectocele.” 

Primary and Intermediate Repair of the Cervix and 
Perineum by Dr. W. B. Thompson of Los Angeles. 
(Doctor Thompson substituted for Doctor Vruwink, 
who was unable to be present.) Discussion was 
opened by Dr. Howard Hill. 

Refreshments were served, after which the meeting 
adjourned at 10 o’clock. 

E. J. Eytince, Secretary. 


Co 
SAN JOAQUIN COUNTY 


The stated meeting of the San Joaquin County 
Medical Society was held Thursday, January 5, in the 
Medico-Dental clubrooms, 242 North Sutter Street, 
Stockton. The meeting was called to order at 8:15 
p. m. by President George H. Sanderson. 

After a few words of thanks for the codperation and 
assistance of the members of the society during his 
administration of the past year, President Sanderson 
called Dr. J. F. Doughty, president-elect, to the chair. 
The latter gave an address, in which he outlined his 
policies and hopes for the coming year. 

After the reading of recent correspondence, it was 
moved by Dr. A. L. Van Meter, seconded by Dr. P. B. 
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Gallegos, that the society send letters of protest to 
the Congressional Committees in reference to the pro- 
posed legislation to appropriate funds for the building 
of more Veterans’ Bureau hospitals. 

It was further moved by Dr. J. D. Dameron, sec- 
onded by Dr. L. Dozier, and carried, that each indi- 
vidual doctor write such letters on his own stationery 
and that a special committee be appointed to super- 
intend the project. 

On motion by Dr. B. J. Powell, Sr., seconded by 
Dr. George H. Sanderson, it was voted to place the 
membership of Dr. W. B. March of Burson on the 
retired list. ; 

The president announced the appointment of a Spe- 
cial Committee on Social Problems to consist of: 
Doctors H. E. Kaplan (chairman), L. Dozier, G. H. 
Rohrbacher, J. F. Doughty, P. B. Gallegos, G. H. 
Sanderson, and C. A. Broaddus. 

Dr. H. E. Kaplan reported that this committee had 
already met several times for study and to outline a 
course of study and investigation. He expected to 
make a preliminary report in February. 

The matter of permitting the Boye studios to photo- 
graph each and every member of the county society 
and to present the society with a bound volume of all 
such photographs free of charge was presented. Dr. 
F. B. Sheldon moved that this be permitted. It was 
seconded by Dr. D. R. Powell, and carried unani- 
mously. ant 

Dr. Cameron Haight of the University of Michigan 
presented a paper on Recent Developments in the Surgi- 
cal Treatment of Pulmonary Tuberculosis, illustrated by 
stereopticon views and x-ray pictures. He emphasized 
the point that whereas surgical interference is a most 
important adjunct in the treatment of pulmonary 
tuberculosis, yet it is only supplementary. He pointed 
out that rest and care in a properly conducted sana- 
torium is still the most important in treatment and the 
backbone of all factors in the ultimate cure. 

Doctor Haight covered all the known surgical pro- 
cedures which have been devised principally to put the 
affected lung area at rest and to obliterate existing 
lung cavities. Among these procedures was the ob- 
literation of the intercostal nerves either by crushing 
for temporary effect or resection. for permanent chest 
collapse. The same effect is produced by crushing or 
resecting the phrenic nerve. 

On account of existing pleural adhesions in 25 to 
30 per cent of the cases, the thoracic cavity does not 
collapse and other methods must be resorted to. This 
may be accomplished by extradural injections of paraf- 
fin. This method is especially adaptable for collapse 
of known cavities found by x-ray. . 

An electric-lighted instrument, the thoracoscope, is 
devised to locate and divide by cautery the bands of 
adhesion which prevent collapse in many instances. 

The method of transplanting portions of the pec- 
toral muscles to aid collapse was illustrated. Also the 
extrathoracoplasty operation was shown in which the 
upper eleven ribs are resected near the transverse 
processes, the whole procedure requiring several oper- 
ations to avoid shock. 

The discussion was led by Doctors McGurk and 
Sanderson. 

The meeting was adjourned and refreshments were 
served. C. A. Broappus, Secretary. 
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SANTA BARBARA COUNTY 


The regular meeting of the Santa Barbara County 
Medical Society was held in the Bissell Auditorium 
of the Cottage Hospital on Monday evening, Decem- 
ber 12, with President Koefod in the chair. 

The meeting was opened by Dr. P. A. Gray, who 
gave a very comprehensive paper on The Higher 
Carbohydrate Method in Diabetes Mellitus. This was 
discussed by Doctor Sansum. 


Doctor Shelton then outlined his plan for the medi- 
cal fee schedule for moderate incomes. This was dis- 
cussed by Doctors Freidell, Lamb, Lewis, Eder, and 
Mr. Brannion of the County Welfare Department. 
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A communication from Sister Winnifred of Saint 
Francis Hospital was read in which she explained the 
advantages and disadvantages of the plan as it is now 
in operation at Saint Francis Hospital. 

It was then moved, seconded and carried, that 
Doctor Shelton head a committee of five, who shall 
act during the ensuing year in formulating and per- 
fecting further plans which may be adopted by the 
society. 

The application of Dr. Clifford E. Case of Santa 
Maria was balloted upon and he was unanimously 
elected into the society. 

A copy of a resolution from the Orange County 
Medical Society was read and it was moved, seconded 
and carried, that this resolution be referred to the 
Public Relations Committee for recommendations. 

A communication from Dr. O. C. Jones was read. 
No action was taken. 

It was moved, seconded and carried, that the county 
medical society contribute $15 to the committee 
toward financing the float in the New Year’s parade 
at Pasadena. 

Doctor Ullmann, as councilor of the third district, 
spoke regarding the action of the entire State Council 
in the matter of the use of county hospitals for hospi- 
talization of persons other than indigents. He said it 
was necessary and desirable that a court decision be 
had definitely interpreting the statutes in this regard. 
Mr. Butcher, attorney for the taxpayer bringing the 
suit, explained the necessity of the twofold nature of 
the action in order to obtain the desired court rulings 
on the legal questions involved. 

Doctor Henderson, chairman of the Public Rela- 
tions Committee, introduced the attached resolution, 
which was adopted unanimously by the society: 

Wuereas, It being the consensus of eminent authori- 
ties that the practice of admitting pay patients into 
county hospitals works a hardship upon and leads to 
the neglect of the poor and indigent for whose benefit 
such institutions are operated; and 

Wuereas, It casts upon the taxpayers an extra and 
illegal expense; and 

Wuereas, Said practice is injurious to private, non- 
profit hospitals and to the service which they render 
to the public; and 

Wuereas, Equitable proceedings have been insti- 
tuted in the Superior Court of this county for the 
purpose of restraining said practice from further con- 
tinuance, and obtaining decision on the legality of such 
practice; now, therefore, be it 

Resolved, That the Santa Barbara Medical Society 
go on record approving said proceedings; and be it 
further 

Resolved, That said body will lend its fullest co- 
peration and assistance, to the end that the court be 
adequately supplied with such data as we, as members 
of the medical profession, are particularly able to 
afford in the hope that the aforesaid proceedings be 
carried to the proper tribunal for final decision. 

It was decided that the annual meeting should be 
a formal dinner held at El Paso. 


7 7 7 


The annual banquet meeting of the Santa Barbara 
County Medical Society was held at La Hacienda on 
Monday evening, January 9, with President Koefod 
presiding. 

There were present fifty-three members of the so- 
ciety and three guests. 

Greenough’s orchestra furnished music during the 
dinner hour. 

At the conclusion of the dinner, Doctor Koefod 
introduced the speaker of the evening, Dr. Herman 
Adler, professor of psychiatry, University of Cali- 
fornia, who gave an extremely interesting and compre- 
hensive talk on The Réle of Psychiatry in Medical 
Practice. 

Doctor Geyman reported that Dr. Herman C. Bum- 
pus of the Mayo Clinic would be available to speak 
before the society on January 17. 

The president then called for reports frcm the vari- 
ous committees, Dr. Henderson reporting for the Pub- 
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lic Relations Committee, Dr. Rexwald Brown for the 
Medical Economics Committee, Dr. Roome for the 
Special Committee on County and City Amalgama- 
tion, Dr. Shelton on the costs of medical care, and 
Dr. Markthaler on the tuberculosis problem in Santa 
Barbara. 

The applications of Dr. Ina M. Richter, who trans- 
ferred from San Francisco County; Dr. Clifford E. 
Case of Santa Maria, and Dr. A. B. Steele of Santa 
Barbara were read and, upon balloting, they were all 
unanimously elected into the society. 

The election of officers for the year 1933 resulted 
as follows: President, M. J. Geyman; vice-president, 
E. L. Markthaler; vice-presidents-at-large, Jules Be- 
tero of Santa Maria and H. G. Hanze of Solvang; 
secretary, W. H. Eaton. 


WituiaM H. Eaton, Secretary. 
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SISKIYOU COUNTY 


The Siskiyou County Medical Society held a busi- 
ness meeting at the Weed Hospital on January 15. 
The members present were: Doctors Dickinson, New- 
ton, Steele, Seeley, Todorovic, Vidricksen, V. W. Hart, 
and W. E. Hart. 

The question of management at the County Hospi- 
tal was brought up, and in an effort to have better 
cooperation between the Board of Supervisors and the 
medical society a plan was suggested whereby an 
advisory committee from the medical society would 
meet with the Board of Supervisors and confer with 
them on any medical problems which might arise. 
The board was also petitioned to employ as county 
physician and county health officer only those phy- 
sicians who had received the endorsement of the medi- 
cal society. 

A resolution was passed condemning the plan of 
the Veterans’ Administration in building more hospi- 
tals, and favoring the policy of utilizing local hospitals 
and local physicians in the care of veterans who have 
service-connected disabilities. 

The new officers elected for 1933 were: President, 
Dr. W. E. Hart of Yreka; vice-president, Dr. Todo- 
rovic of Dorris; secretary-treasurer, Dr. Langer of 
—_ W. E. Hart, Secretary. 
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SONOMA COUNTY 


The Sonoma County Medical Society held its regu- 
lar monthly meeting at the Hotel Petaluma, Petaluma, 
on January 12, President Mark L. Lewis presiding. 

The following members and guests were present: 
Doctors Brooks, Marsh, Spear, Honor, Butler, Bogle, 
Morris, Carlson, McLeod, Peoples, Rogers, Lewis, 
and Shipley. 

Dr. LeRoy S. Brooks of San Francisco, as guest 
speaker, gave a very interesting and instructive dis- 
course upon the subject of Acute Intestinal Obstruction. 
His able presentation of this subject was appreciated 
by the members present. 

W. C. SuipLey, Secretary. 
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STANISLAUS COUNTY 


The regular monthly meeting of the Stanislaus 
County Medical Society was held at the Hotel Mo- 
desto on December 13, 1932. Twelve members were 
present. 

A letter was received from the Yosemite District 
Dental Society inviting the members of the Stanislaus 
County Medical Society to meet with them on Janu- 
ary 13. The invitation was accepted. The society was 
asked to furnish the speaker. 


Dr. Shephard of San Jose gave a talk on Diseases of 
the Thyroid. 


¢ 08 
The regular monthly meeting of the Stanislaus 


County Medical Society was held at the Hotel Mo- 
desto on January 13. They were guests of the dental 
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society. Twenty-one members of the medical society 
were present. 

Doctor Reamer asked members of the society to 
send blanks to their patients who have children of pre- 
school age (blanks to be given by county health unit) 
to bring their children to the office for vaccination 
and inoculation against diphtheria. 

Dr. J. L. Hennemuth made application for retired 
membership in the Stanislaus County Medical So- 
ciety and state society. He had first become a member 
in the Stanislaus County Medical Society in 1895. 

It was moved by Doctor DeLappe, seconded by 
Doctor Surryhne, and carried unanimously by the 
members of the society, that this application be ac- 
cepted. 

New committees were appointed as follows: 

Program Committee—Marion Collins, R. D. Hus- 
band, and R. S. Hiatt. 

Membership Committee—N, B. Gould, C. E. 
son, and E. G. Allen. 

Public Relations Committee—F. R. DeLappe, E. V. 
Falk, and R. E. Maxwell. 

County Hospital Committee—E. R. 
J. F. Collins, and A. M. Roscoe. 

Medical Economics Committee — Hans 
H. B. Stewart, L. O. Wissner. 

History and Obituaries Committee—F. R. McKib- 
bon, J. A. Armistead, and E. F. Reamer. 

Public Policy and Legislation Committee—F. R. 
De Lappe, J. A. Cooper, and J. K. Morris. 

The speaker of the evening, Dr. Emil Holman, gave 
a very interesting talk on Infections of the Jaw. 


3en- 


McPheeters, 


Hartman, 





J. A. Porter, Acting Secretary. 
® 
TULARE COUNTY 


The Tulare County Medical Society met at Motley’s 
Café in Visalia on December 18, 1932. Following 
dinner the meeting was called to order by Dr. S. S. 
Ginsburg, president. 

Election of officers for the ensuing year and general 
discussion of society problems followed. 

Elected to office were the following members: 
President, Frank Kohn of Tulare; vice-president, 
Donald C, Fowler of Exeter; secretary-treasurer, Karl 
F. Weiss of Visalia. Censors: J. Hicks of Tulare (one 
year), E. R. Zumwalt of Tulare (two years), R. C. 
Hill of Exeter (three years). Delegate, S. S. Ginsburg 
of Visalia. Alternate, Frank Kohn of Tulare. 

The newly elected members will take office at the 
first meeting in 1933. 

The following reports and problems were brought 
before the society: 

A communication was read from Mrs. Banks, grate- 
fully acknowledging expressions of sympathy at the 
death of Dr. J. Harvey Banks. 

Doctor Parkinson of Tulare presented his applica- 
tion for membership, which was duly referred to the 
Board of Censors and sent to the California Medical 
Association office for confirmation. 

The question of local society dues was discussed 
and voted to be kept at $10, as in the past. 

It was moved to appoint a hospital committee to 
study and elaborate a plan for a consultant staff to 
the Tulare County Hospital and after such report to 
collaborate with the county supervisors as to its feasi- 
bility. Discussion following was unanimous in advis- 
ing the continuance of a paid medical head at the 
County Hospital, under which such a proposed staff 
could work. 

The problem of the costs of medical care, as re- 
cently surveyed, was referred to the Committee on 
Public Relations for continued report. 

Doctor Preston brought up the question of estab- 
lishing venereal disease clinics in several cities in the 
county, and a motion was made to appoint a com- 
mittee to investigate the feasibility of such plan and 
ways and means of conducting such clinics if estab- 
lished. 

The secretary was instructed to send a protest to 
the Joint Congressional Investigating Committee on 
Veterans’ Legislation. 
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The following members were in attendance: Doc- 
tors Fowler, Betts, Johnstone, Preston, Kohn, Weiss, 
Zumwalt, Ginsburg, Hicks, Lipson, Guido, Barber, 
Brigham, and Hill. 

Guests of the society were: Doctors Watke and 
Parkinson of Tulare and Doctor Mitchell of Dinuba. 


Karu F. Weiss, Secretary. 
VENTURA COUNTY 


The monthly meeting of the Ventura County Medi- 
cal Society was held in the Clinic building of the 
Ventura County Hospital on January 10. Dr. F. 
Royal Hendricks called the meeting to order at 8 p. m. 

Members present were: Doctors Osborn, Illick, 
W. S. Clark, Armistead, Little, Jones, Homer, Charles 
Smolt, D. G. Clark, Mosher, Drace, Lillian Smolt, 
Hendricks, and Felberbaum. Guests present were: 
Doctors Neville T. Usher and Daniel M. Clark of 
Santa Barbara. 

Doctor Hendricks introduced Doctor Ussher, who 
gave an interesting paper and case reports on Visceral 
Disturbances in Relation to Spinal Curvatures, which 
was followed by a discussion. 

Dr. Dan Clark, speaking on behalf of the Santa Bar- 
bara County Medical Society, invited the members of 
the Ventura County Medical Society as guests on 
January 17 to hear Doctor Bumpers of Rochester, 
Minnesota. 

The Public Relations Committee, of which Doctor 
Mosher is chairman, was requested to have their re- 
port on the medical service plan for the February 
meeting. 

WILLIAM FELBERBAUM, Secretary-Treasurer. 
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YUBA-SUTTER COUNTIES 

The following are the officers elected to serve the 
Yuba-Sutter Couny Medical Society for the year 1933: 
President, T. E. Larner of Marysville; vice-president, 
N. E. Richardson of Yuba City; secretary, F. W. 
Didier of Wheatland. 

Board of Censors—Smith McMullin of Yuba City, 
Lucien Hamilton and C. P. Crutchett of Marysville. 

Entertainment Committee—J. A. Duncan, F. P. 
Wisner and O. H. Perry, all of Marysville. 

Public Relations Committee — Allen Gray, G. S. 
Delamere and P. B. Hoffman, all of Marysville. 

Delegate to California Medical Association, E. E. 
Gray; alternate, N. E. Richardson. 





F. W. Dipter, Secretary. 


CHANGES IN MEMBERSHIP 
New Members (5) 


Monterey County——Charles A. Galligan, Jr. 
San Bernardino County.—Irwin S. Miller. 

San Francisco County—Samuel Cohn. 

Santa Barbara County.—.\sthur Bruce Steele. 
Yuba-Sutter County—Oliver H. Perry. 


Transferred (7) 


Alton C. Atwood, Santa 
County. 

Florence A. Brown, from Fresno to Orange County. 

Earl H. Gray, from Yolo-Colusa-Glenn to San 
Mateo County. 

Ralph D. Howe, from San Mateo to Yolo-Colusa- 
Glenn County. 

Edward A. Jackson, from Los Angeles to Merced 
County. 

Chester F. Johnson, from San Mateo to Alameda 
County. 

Edouard S. Loizeaux, from Mendocino to San Diego 
County. 





from Cruz to Merced 


Resigned (1) 
Paul A. Gliebe, from San Francisco County. 
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Iu Memoriam 


Crowley, Thomas Joseph. Died in San Mateo, De- 
cember 23, 1932, age 63 years. Graduate of the Uni- 
versity of California Medical School, San Francisco, 
1898. Licensed in California, 1898. Doctor Crowley 
was a member of the San Mateo County Medical So- 
ciety, the California Medical Association, and a Fellow 
of the American Medical Association. 


* 


Dufficy, Rafael Gabriel. Died in San Rafael, De- 
cember 22, 1932, age 47 years. Graduate of the Col- 
lege of Physicians and Surgeons of San Francisco, 
1911. Licensed in California, 1911. Doctor Dufficy 
was a member of the Marin County Medical Society, 
the California Medical Association, and a Fellow of 
the American Medical Association. 


* 


Herrick, LeRoy Francis. Died in Berkeley, De- 
cember 19, 1932, age 71 years. Graduate of Kentucky 
School of Medicine, Louisville, 1893, California Ec- 
lectic Medical College, Los Angeles, 1894. Licensed 
in California, 1901. Doctor Herrick was a member of 
the Alameda County Medical Association, the Cali- 
fornia Medical Association, and a Fellow of the 
American Medical Association. 


i 


Price, Merton J. Died in San Francisco, December 
23, 1932, age 44 years. Graduate of Stanford Uni- 
versity School of Medicine, San Francisco, 1916. Li- 
censed in California, 1916. Doctor Price was a member 
of the San Francisco County Medical Society, the 
California Medical Association, and a Fellow of the 
American Medical Association. 


. 


Rooney, Robert Fleming. Died in Auburn, Decem- 
ber 22, 1932, age 90 years. Graduate of McGill Uni- 
versity Faculty of Medicine, Montreal, 1870. Licensed 
in California, 1877. Doctor Rooney was a member 
of the Placer County Medical Society, an honorary 
member of the California Medical Association, and a 
Fellow of the American Medical Association. 


OBITUARIES 
Robert Fleming Rooney 


Born in Melbourne, Province of Quebec, Canada, 
June 17, 1842. Died in Auburn, California, following 
a cerebral hemorrhage, December 21, 1932. 


Robert Fleming Rooney received his preprofessional 
training at Compton Academy, Compton, Province of 
Quebec, and at Bishop College Preparatory School, 
Lennoxville, Province of Quebec. He was graduated 
in medicine from McGill University March 31, 1870. 
For some years he practiced in Massawippi and Stan- 
stead Plain, and in 1877 came to California, where he 
practiced in Colusa until May, 1878, when he located 
in Colfax, Placer County. In December, 1881, he 
moved from Colfax to Auburn, in which city he has 
practiced for fifty-one years. 

Doctor Rooney was the moving spirit in the forma- 
tion of the Placer County Medical Society in 1889, 
and for eighteen years was its secretary. He also 
served as president of the Northern California Dis- 
trict Medical Society. At the Riverside meeting of 
the California Medical Association in 1905, Doctor 
Rooney was elected president and served for two 
terms, 1905-1907. 

Six years ago the writer, in collaboration with 
Doctor Rooney, wrote for the Committee on History 
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Robert Fleming Rooney 
1842-1932 


of the California Medical Association the medical his- 


tory of Placer County. In reality, Doctor Rooney 
wrote the history and, with characteristic modesty, 
neglected to mention in any way his own work, which 
exceeded in interest and importance that of any of the 
other older practitioners. The writer’s efforts con- 
sisted merely in adding a short history of Doctor 
Rooney. In part the history reads as follows: 


“Dr. Robert F. Rooney was for many years one of 
the most prominent physicians of Northern California. 
Possessed of a splendid mind, blessed with a genial, 
kindly manner, always a student, ever ready to answer 
the call for aid, whether coming from a patient or a 
brother physician, he was and is beloved alike by the 
laity and his professional colleagues. 


“The writer came to Placer County in 1899, when 
the doctor was still actively engaged in professional 
work. At that time Doctor Rooney was the chief 
consultant for a very large section of Placer County 
and parts of Nevada and El Dorado counties. It was 
with pleasure to himself and with profit to his clients 
that the writer frequently sought the counsel of Doctor 
Rooney, and he shall never forget the kindly bedside 
manner, the thorough painstaking methods of exami- 
nation, the wise counsel and the high professional 
standards of his older brother practitioner. Never did 
the doctor refuse a call for assistance and never did 
he fail to uphold his younger confrére before his client 
and family. Differences of opinion and friendly advice 
were reserved for the quiet of private conversation. 


“The doctor still practices medicine in Auburn. His 
step is not so brisk, his eye perhaps not so keen, nor 
his hand so steady, but his mind retains its brightness, 
his tongue has not lost its ready wit, and his heart 
still beats true. He is still the guide and friend of 
numerous families in Placer County. It is always a 
joy to the writer to meet him and it is with regret 
that he feels the limitation of his vocabulary in at- 
tempting to write this sketch so as to do justice to 
the subject. He can do no better in closing than to 
say that the general practitioner of the old school, 
the general practitioner whose praises we hear sung 
today, the general practitioner whose passing we so 
regret, is well exemplified by the subject of this 
sketch, Dr. Robert F. Rooney, 84 years young, general 
practitioner of Auburn, Placer County, California.” 


Doctor Rooney was active until the last. His illness 
was short and painless, as he would have wished. 
Funeral services were held in the Masonic Temple, 
Auburn, Friday, December 21. The county medical 
society was represented by the president and secre- 
tary, the California Medical Association by the coun- 
cilor of the eighth district, and past president Junius 
B. Harris. Rosert A. Peers. 
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Merton Price 
1888-1932 


The sudden death of Dr. Merton Price on De- 
cember 23, 1932, from pneumonia, struck both the 
medical profession and his many friends with peculiar 
poignancy. 


He was in the prime of life, an acknowledged leader 
of his profession and a master of his specialty. These 
are elements that lend regret and sadness to any 
man’s demise. Added to this, however, is the knowl- 
edge that a personality of. profound sincerity, absolute 
sense of justice and unbounded ‘charity has gone from 
among us, 

No man could know Doctor Price without becom- 
ing aware of his peculiar forcefulness of character. 
He was essentially a leader, a constructive thinker, 
and a man of action. His efforts, however, were so 
divorced from self-interest that their very character 
bespoke his nature. Doctor Price could be both di- 
rect and candid, yet there was another feature of his 
character exemplified best in his work with little chil- 
dren. Here he displayed a constant tenderness, a 
sympathy and ineffable sweetness of nature. How 
many parents of children, in their hour of need, relied 
upon his skill, and how well they knew how gently 
and how charitably his hands could work. 

Doctor Price’s interests were many and _ varied. 
Civic affairs, medical problems, and the pursuit of 
sport all engaged his attention, and to them he 
brought a freshness of outlook and an enthusiasm of 
action that was delightful to witness. No better com- 
panion could a man have by trout stream or camp 
fire! 

Doctor Price was born in San Francisco in 1888. 
He attended Lowell High School and received his 
A. B. degree at Stanford University in 1912. He was 
graduated in medicine from Stanford in 1916. His 
internship was served at Saint Luke’s Hospital in San 
Francisco and immediately thereafter he entered the 
World War as a lieutenan‘ in the United States Navy. 
Following the war, he specialized in ear, nose, and 
throat work at the Manhattan Eye, Ear, Nose, and 
Throat Clinic and then returned to San Francisco to 
engage in the practice of his specialty. 

Doctor Price was a member of the staffs of Stan- 
ford, Saint Francis, and Children’s hospitals, and was 
the ear, nose, and throat consultant at the United 
States Marine Hospital. He became a member of the 
San Francisco County Medical Society in 1922, and 
he was recently elected to our board of directors and 
as an alternate delegate to the American Medical As- 
sociation, He was the organizer of the Section of 
Medical Economics and Public Relations and chair- 
man of the Insurance Committee of our society, and 
he worked untiringly for the betterment of medicine 
in this community. 


Doctor Price was a member of the Phi Delta Theta 
and Nu Sigma Nu medical fraternities and the 
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Olympic, Commonwealth, and Rotary clubs. His 
death has left us devoid of a beloved comrade and 
able leader. 

Pa 


James Gordon Baird 
1846-1932 


Dr. James Gordon Baird, one of Riverside’s pioneer 
citizens, opening offices in 1890 with Doctor Charles- 
worth, was born October 20, 1846, in Carleton County, 
Ontario, Canada. He received his M. D. degree from 
the McGill Medical College of Montreal, and after 
nineteen years of successful practice in Carleton 
County he went to London, England, where he spe- 
cialized on diseases of the eye, ear, nose, and throat. 

He was for many years a member of the American 
Medical Association and of the state and county medi- 
cal societies, joining the latter as a charter member 
on May 13, 1893, and being enrolled as an honorary 
member on May 11, 1931. 

Doctor Baird is survived by his wife and a daughter. 

On learning of the death of Doctor Baird, the River- 
side County Medical Society passed the following 
resolution: 

“The Riverside County Medical Society has learned 
with deep regret of the loss of one of its pioneer mem- 
bers—Dr, James Gordon Baird, who passed away on 
December 2, 1932. 

“Doctor Baird, even up to a short time of his death, 
attended the medical meetings of this society and was 
ever ready to contribute his ripe experience for the 
benefit of his fellow members. We will greatly miss 
his genial smile and kindly words as we gather for 
future meetings. 

“Doctor Baird had the honor of being the oldest 
living graduate of medicine of the medical department 
of McGill University. 

“Our sincerest sympathy is extended to Mrs. Baird 
and his daughter, Agnes, and we share with them the 
grief of his passing. 


THE WOMAN’S AUXILIARY TO THE 
CALIFORNIA MEDICAL 
ASSOCIATION* 


Official Notice 


Meeting of the State Board of the Woman’s Auxiliary 
to the California Medical Association—A meeting of 
the State Board of the Woman’s Auxiliary to the 
California Medical Association will be held in Los 
Angeles on February 17 at 10 a. m. at the Biltmore 


Hotel. Etra Esti, Aupen, Secretary Pro Tem. 





Component County Auxiliaries 


Orange County—Mrs. F. E. Coulter’s home was the 
scene for the regular December meeting of the 
Woman’s Auxiliary to the Orange County Medical 
Society. 

The president, Mrs. Dexter Ball, opened the meet- 
ing by introducing the guest of honor, Mrs. James F. 
Percy, who is the present national president. 

Information was given concerning the essay con- 
test open to the members of the Woman’s Auxiliary. 

It was moved and seconded that the subscriptions 
to Hygeia be continued. Those who do not subscribe 
to it were urged to do so. 

Guests were introduced: Mrs. Harrison and Miss 
Minter, friends of Mrs. Coulter’s; Dr. and Mrs. Cutter 
from Pacific Colony; Mrs. Newman and Mrs. Howard 
from San Diego; Mrs. Clough, Mrs. Hilliard, and 
Mrs. Mock from San Bernardino; also Mrs. Bruning, 
Mrs. Harris, and Mrs. Earle. 


* As county auxiliaries to the Woman's Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Clifford A. 
Wright, chairman of the Publicity and Publications Com- 
mittee, 454 South Irving Boulevard, Los Angeles. Brief 
reports of county auxiliary meetings will be welcomed by 
Mrs. Wright and must be sent to her before publication 
takes place in this column. For lists of state and county 
officers, see advertising page 6. The Council of the 
California Medical Association has instructed the editors 
to allocate one page in every issue for Woman's Auxiliary 
notes. 





The Speakers’ Bureau has compiled a letter and 
given it to the medical society, asking that there 
be no hesitancy among them in giving the bureau 
information as to who will be willing to speak at our 
meetings. 

The Nominating Committee submitted the follow- 
ing report: Mrs. Charles S. O’Toole, president; Mrs. 
Hiram Currey, vice-president-elect; Mrs. F. L. Chap- 
line, first vice-president; Mrs. Newell Moore, secre- 
tary; Mrs. R. C. Green, treasurer. This report was 
unanimously accepted and the new officers introduced 
by Mrs. Ball. 

Mrs. Percy made a brief talk telling of the work 
planned for the auxiliary. She thanked the members 
for the corsage of camelias given her. 

Doctor Cutter spoke briefly on some 
medical work. 

Mrs. Newell Moore reviewed Samaritans of Molokai 
by Dutton. 

Mrs. Ball thanked all for codperating with her in 
last year’s work and adjourned the meeting for a 
delightful tea hour, which was presided over by the 
hostess, Mrs. Coulter, assisted by Mrs. Currey, Mrs. 
Huffman, and Mrs. Zaiser. 

MILDRED TEDsTROM, Secretary. 
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Mendocino County. —QOn Friday, December 9, an 
organization meeting of the Woman’s Auxiliary to the 
Mendocino County Medical Society was held at the 
home of Mrs. R. A. Cushman at the Mendocino State 
Hospital, Talmage. Mrs. Cushman was elected presi- 
dent, to serve for the remaining state fiscal year; 
and Mrs. R. B. Toller, secretary-treasurer. The fol- 
lowing signed their names as charter members of the 
organization: Mesdames Raymond Babcock, Willits; 
Royal Scudder and P. J. Bowman of Fort Bragg; 
S. L. Rea, E. C. Bennett, and J. J. Kirwin of Ukiah; 
R. O. LeBaron, R. A. Cushman, and R. B. Toller of 
Talmage; and Miss Huntley of Point Arena. 

It is planned to hold the next meeting the latter 
part of February or the first of March, when election 
of officers and committees and the adoption of a con- 
stitution will be completed. It was the general opinion 
that meetings should be held not more frequently than 
four times a year, since members live so many miles 
apart. 

The program for the meeting consisted of a tour 
through the State Hospital in the afternoon, dinner 
with the county medical society at the home of Dr. 
and Mrs. Cushman at 6:30, and a dance in the hospital 
auditorium in the evening for those who cared to 
attend. 

Mrs. Henry Rogers of Petaluma, former state presi- 
dent of the auxiliary, was a welcome out-of-town 
guest, and made a brief talk on the aims and purposes 
of the auxiliary. 

The meeting was a very happy and successful one 
in making physicians’ families better acquainted, and 
it is hoped and expected that the organization will 
be most interesting and beneficial in uniting members 
in a bond of friendship and proving its usefulness as 
the need may arise. Mrs. R. B. Touier, Secretary. 
7 7 7 


Riverside County—The Woman's Auxiliary of the 
Riverside County Medical Society met Monday eve- 
ning at the home of Mrs. S. H. Keller on Eighth 
Street, with Mrs. B. E. Garrison and Mrs. T. A. 
Card as co-hostesses for the evening. Sixteen women 
were present for the meeting, over which Mrs. A. W. 
Walker, president, presided. During the session the 
constitution was discussed. 

Reports of chairmen were given as follows: Mrs. 
E. P. Miller, membership; Mrs. W. W. Roblee, pro- 
gram; Mrs. C. Van Zwalenburg, hospitality; Mrs. 
T. A. Card, hostesses; Mrs. S. H. Keller, publicity; 
Mrs. R. M. Smith, telephone. 

The Riverside County Auxiliary submitted the fol- 
lowing program for 1933: 

January—Our Hospital. (a) Organization and Eco- 
nomics, Miss Vogles, superintendent. (+) Staff Or- 
ganization and what It Means to the Patient, Doctor 

















February, 1933 


Van Zwalenburg. (c) Hospital Auxiliary—Organiza- 
tion and Service, Mrs. Moulton, president. 

February—Joint dinner meeting. Proposed Medical 
Legislation, Dr. Joseph King, president State Medical 
Association. Some Economic Problems Facing the 
Medical Profession, Doctor Roblee. 

March— Public Health Problems in Riverside 
County in Relation to the Doctors, Doctor Wells, 
health officer. Nursing Services in Riverside, Miss 
Fraser. 

April—Social meeting. 

May—Education of a Doctor’s Wife—Prize papers 
from the state meeting. What Can I Do to Help? 
Mrs. Clark. Discussion led by Mrs. Van Zwalenburg 
and Mrs, Card. 

June—Open meeting with the doctors. 

October—Quackery and the Public—What Can 
This Organization Do? Doctor Adams 

November—Medical Propaganda—True and False, 
Dr. George H. Kress. 

December—Annual meeting. Election of officers. 


IRENE S. BALL, Secretary. 





7 7 . 


Santa Barbara County——The annual meeting of the 
Santa Barbara Woman’s Auxiliary was held on Janu- 
ary 9 in the form of a luncheon at El Paseo, with 
Mrs. Coulter as guest speaker, and Mrs. W. H. Eaton 
presiding. 

7 7 7 


Alameda County—The regular meeting of the Wom- 
an’s Auxiliary to the Alameda County Medical As- 
sociation was held at the Woman’s Athletic Club, 
Oakland, November 18. For the past year the mem- 
bers have met for luncheon and fellowship, and after 
a brief business meeting the president, Mrs. Thomas 
Clark, presented an entertaining and instructive pro- 
gram. 

As this was the last meeting of the year, reports 
were read which showed progress and greater interest 
in the work of the auxiliary. In the election which 
followed, Mrs. Charles Dukes was elected president 
for the ensuing year. 

The program for the day was given by two of the 
members. Mrs. J. Dwight Wilson read a very inter- 
esting and instructive paper on Highlights of Medicine 
in the Last Fifty Years. Mrs. Robert Sutherland’s 
paper on the Life of Louis Pasteur was received with 
great interest and awakened in the minds of many a 
desire to know more of his life’s work. 


Mrs. RoBerT SUTHERLAND, Publicity Chairman. 
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Los Angeles County.— The annual meeting of the 
Woman’s Auxiliary to the Los Angeles County Medi- 
cal Society was held at the Ambassador Hotel on 
December 15, 1932. Luncheon preceded the business 
meeting and delightful musical program. 

Mrs. Philip Schuyler Doane, the outgoing president, 
presided. 

Dr. Joseph M. King, Dr. William R. Molony, Mrs. 
James F. Percy, and Mrs. Frank E. Coulter were 
guests of honor. Dr. William Mock, president of the 
Arkansas Medical Society, a visitor in Los Angeles, 
was also a guest. 

Mrs. Doane paid a beautiful tribute to our deceased 
members in an In Memoriam, reading the names of 
those who have gone. With the audience standing, 
Zaruhi Elmassian sang “Crossing the Bar,” Mrs. 
Orrie Grist accompanying. 

The musical numbers given by Zaruhi Elmassian, 
lyric soprano, were “Indian Trumpeter,” and “Lone 
Star.” 

The newly elected officers for the coming year are: 
President, Mrs. A. Bennett Cook; first vice-president, 
Mrs. Paul A, Quaintance; second vice-president, Mrs. 
James L. Halcose of Long Beach; secretary, Mrs. 
P. O. Sundin; Mrs. A. Brockway and Mrs: Harry J. 
Wiley of Huntington Park, directors. Those filling 
unexpired terms are: Mrs. H. Waldo Spiers, treasurer, 
and Mesdames Alvin G. Foord, David G. Ghrist, 
Donald B. Garstang, and Clifford Wright. 
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NEVADA STATE MEDICAL 
ASSOCIATION 


O. HOVENDEN, McGill 
D. A. SMITH, Mina 


Nosdedaeae President 
bet President-Elect 





J. N. VAN METER, Las Vegas ............ First Vice-President 
FLEET H. HARRISON, Minden........ Second Vice-President 
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COMPONENT COUNTY MEDICAL 
SOCIETIES 


WASHOE COUNTY 


The Washoe County Medical Society held its regu- 
lar monthly meeting in the State Building, Reno, 
January 10. 

A tentative discussion was participated in by the 
members with reference to the Medico-Legal Com- 
mittee. 

The president, Dr. A. R. DaCosta, appointed Doc- 
tors M. A. Robison, J. LaRue Robinson, and Donald 
Maclean to assist the two regular members of the 
society residing at Carson. 

By reason of a slight misunderstanding, it was de- 
cided to switch the regular program, which called for 
a symposium on the subject of pneumonia, to the 
February meeting. In lieu of the program as intended, 
the society had the pleasure of seeing a cinema, fur- 
nished by the American Journal of Cancer of New 
York, on the subject of “Skin Cancer.” The cinema 
was very exhaustive, covering the entire subject, 
showing how easily a simple lesion of the skin can be 
overlooked until it assumes a malignant condition 
beyond the control of any known medical or surgical 
means to effect a cure. The cinema teaches a very 
good lesson, and physicians seeing these cases before 
they assume malignancy should urge their patients 
not to tolerate any lesion of the skin but to take such 
immediate measures as can offer a cure. 

The cinema was greatly enjoyed and commented on 
very favorably by the members. 


Tuomas W. Batu, Secretary. 


Use of Tuberculin in Ophthalmology—Eggston be- 
lieves that the ocular lesions frequently diagnosed as 
tuberculosis in a patient with positive reactions to 
tuberculin are really not due to infection by tubercu- 
lous bacteria, with the formation of a tubercle, but 
are of an allergic nature, if they are in any way related 
to tuberculosis. Actual tuberculous infection of the 
eye is relatively rare. Injections of tuberculin are of 
value in the allergic cases, if given properly in order 
to desensitize the patient, but of questionable value in 
active tuberculous patients. Tuberculin is the foreign 
protein of choice if the cellular metabolic mechanism 
of the tissue is to be excited, as a greater response 
occurs to a protein if there is cellular sensitization.— 
American Journal of Ophthalmology. 


British Tribute to W. 8S. Thayer—The death of 
W. S. Thayer is much regretted in this country, where 
he had many friends and was regarded as the suc- 
cessor to Osler in America. He was one of the only 
three foreign honorary members of the Association 
of Physicians of Great Britain and Ireland. His lit- 
erary powers were especially admired. In 1927 he 
gave the address “Richard Bright: The Man and the 
Physician” at the centenary celebration at Guy’s 
Hospital of the publication of the first volume of that 
great clinician’s “Reports of Medical Cases.” Dr. J. W. 
McNee describes him as “a physician of the old cul- 
tured general school, carrying on nobly the tradition 
begun at Johns Hopkins by his medical hero, chief 
and friend, William Osler.”—Journal of the American 
Medical Association, Volume 100, No. 4. 

















































































































































































































































































































































Under this department are ordinarily grouped: 


warrant. 


MISCELLANY 


News; Medical Economics; Correspondence; Twenty-five Years Ago 
column; Department of Public Health; California Board of Medical Examiners; and other columns as occasion may 

Items for the News column must be furnished by the fifteenth of the preceding month. 
see index on the front cover, under Miscellany. 





For Book Reviews, 











NEWS 


Coming Meetings— 

American Medical Association, Milwalkee, Wisconsin, 
June 12-16, 1933, Olin West, M. D., 535 North Dear- 
born Street, Chicago, Secretary. 

Annual Congress on Medical Education, Medical Li- 
censure and Hospitals, Chicago, February 13-14, W. D. 
Cutter, M. D., Council on Medical Education and Hos- 
pitals, 535 North Dearborn Street, Chicago, Secretary. 

California Medical Association, Del Monte, April 
24-27, 1933, Emma W. Pope, M. D., 450 Sutter Street, 
San Francisco, Secretary. 

Pacific Coast Surgical Association, Del Monte, Febru- 
ary 23-25, 1933, Edgar L. Gilcreest, M.D., 384 Post 
Street, San Francisco, Secretary. 


Medical Broadcasts— 


American Medical Association Health Talks. — The 
American Medical Association broadcasts on Monday 
and Wednesday from 9:45 to 9:50 a. m. (central stand- 
ard time) over station WBBM (770 kilocycles, or 
389.4 meters). 

There is also a fifteen-minute talk sponsored by the 
association on Saturday morning from 9:45 to 10 over 
station WBBM. 

7 7 vy 

San Francisco County Medical Society—The San Fran- 
cisco County Medical Society broadcasts every Tues- 
day from station KFRC, 4 to 4:15 p. m., and over 
station KJBS from 11:15 to 11:30 a. m. 


7 7 7 


Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medi- 
cal Association for the month of February is as 
follows: 

Tuesday, February 7—KFI, 11:30 to 11:45 a. m.,, 
= a 11:45 to 12 noon. Subject: That Word 
‘ood, 

Tuesday, February 14—KFI, 11:30 to 11:45 a. m.,, 
and KECA, 11:45 to 12 noon. Subject: The Battle 
of the Children. 

Tuesday, February 21—KFI, 11:30 to 11:45 a. m., 
and KECA, 11:45 to 12 noon. Subject: The Nervous 
Child. 

Tuesday, February 28—KFI, 11:30 to 11:45 a. m., 
and KECA, 11:45 to 12 noon. Subject: The Surgeon. 


Foreign Honor to Dr. Sven Lokrantz.—The prized 
Royal Order of the North Star was recently conferred 
upon Dr. Sven Lokrantz, director of health, Los An- 
geles City Schools, by the King of Sweden. The 
Order of the North Star is given to men who have 
made contributions to science. Doctor Lokrantz had 
previously received the Order of Vasa for his out- 
standing child health work. During the Olympic 
Games Doctor Lokrantz was medical director of the 
Games and did much toward the success of that out- 
standing gathering of world athletes. 


American College of Physicians—The Southern 
California members gave a dinner in honor of Dr. 
F, M. Pottenger, president of the college, at the Cali- 
fornia Club, Los Angeles, January 12. Dr. David 
Barr, professor of Medicine at Washington Univer- 
sity, St. Louis, the guest speaker, delivered the address 
of the evening. 
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State Board Appointments.—A news dispatch of 
January 17 announced the appointment by Governor 
James Rolph, Jr., of Dr. Percy Magan of Los Angeles 
to the California State Board of Medical Examiners, 
and of Dr. George H. Kress of Los Angeles to the 
California State Board of Health. 


Western Hospital Association Meeting, Long Beach, 
February 22-25, 1933.—The tentative program for a 
“100 per cent economic convention” indicates an inter- 
esting session, Literature giving full information may 
be had by addressing Western Hospital Association 
Convention, 130 South Broadway, Los Angeles. 





International Medical Postgraduate Courses in 
Berlin—These are arranged with the help of the 
medical faculty of the university by the Lecturers’ 
Association for medical continuation courses and the 
Kaiserin Friedrich-Haus. For the autumn, 1933, the 
following courses are contemplated to be held: endo- 
crinology and senile diseases; thorax surgery; malig- 
nant tumescence under due consideration of early 
diagnosis; narcosis and alleviation ‘of pain; the theory 
of colloids in connection with medicine; course on 
children’s diseases; course for ophthalmologists; course 
on hereditary biology and the theory of constitution; 
orthopedic course. 

The information bureau of the Kaiserin Friedrich- 
Haus, Berlin NW 7, Robert Koch-Platz 7, gives infor- 
mation on all questions relating to the above. 


Lengthen Lives.—An average length of life of 
seventy years can be expected in America without 
introduction of any radical changes, Dr. Louis Dublin 
of the staff of the Metropolitan Life Insurance Com- 
pany said, in speaking before the recent meeting of the 
American Association for the Advancement of Science. 
Mortality in the first year of life would be reduced, 
then, to thirty per one thousand. 

Cancer and heart disease are taking a greater toll 
of deaths, and tuberculosis is accounting for fewer 
deaths than ever before, Doctor Dublin declared. He 
said the average span of life has increased remarkably 
in the past forty or fifty years. 


University of California—Three new appointments 
on the faculty of the University of California have 
been announced by President Robert Gordon Sproul, 
following the January meeting of the regents in the 
State Building, San Francisco. 

The appointments are as follows: C. Weiss, as asso- 
ciate professor of research medicine in the Hooper 
Foundation for Medical Research; W. H. Kellogg, 
associate clinical professor of preventive medicine, to 
the additional post of lecturer in laboratory diagnosis 
in the department of hygiene, January 1 to June 30, 
1933; and Mary M. Pickering, assistant professor of 
nursing education, as chairman of the newly organized 
division of nursing education. 


Pacific Coast Oto-Ophthalmological Society.—The 
date of the meeting of the Pacific Coast Oto-Ophthal- 
mological Society has been set for June 28, 29, and 30, 
1933, in San Francisco. The officers of the society 
are: President, Hans Barkan, M.D., San Francisco; 
first vice-president, Bertram C. Davies, M.D., Los 
Angeles; second vice-president, Lee B. Bouvy, M. D., 
La Grande, Oregon; secretary-treasurer, Frederick C. 
Cordes, M. D., San Francisco. 














February, 1933 


California Tuberculosis Association.— The annual 
meeting of the California Tuberculosis Association 
will be held at Hotel Coronado, Coronado, Friday and 
Saturday, March 10-11, 1933. 

All physicians are cordially invited to attend the 
sessions and to take part in the discussions. The pro- 
gram follows: 

Friday, March 10 


9:30 to 12 noon 
Joint session: Clinical and Sociological Sections 


1. Does the Preventorium Prevent Tuberculosis—E. H. 
Christopherson, M. D., San Diego. 
Discussion by Charles L. Ianne, M. D., San Jose; 
Thomas C. O’Connor, M. D., Murphy. 
2. Racial Tuberculosis—Epidemiological 
Force, M. D., Berkeley. 
Discussion by John Sippy, M.D., Stockton; Mil- 
dred Thoren, M. D., Weimar; Everett Morris, M. D., 
Auberry. 


Problems—John 


12 to 2 p. m. 
GROUP LUNCHEON MEETINGS 
2to5p. m. 
CLINICAL SECTION 
1. Bronchoscopy in Tuberculosis—Leland Hunnicutt, M.D., 
Pasadena, 
Discussion by Leo Eloesser, M. D., San Francisco. 
2. Mexican Tuberculosis Problem—P. K. Telford, M.D., 
Los Angeles. 
Discussion by W. H. Bucher, M. D., Los Angeles; 
R. L. Cunningham, M. D., Los Angeles. 
3. Criteria of Diagnosis in United States Veterans—Edwin 
S. Bennett, M. D., Los Angeles. 
Discussion by Harold Trimble, M. D., Oakland. 
4. Adolescent Tuberculosis—R. H. Sundberg, M.D., San 
Diego. 
Discussion by Chesley Bush, M. D., Livermore. 


2to 5p. m. 


SOCIOLOGICAL SECTION 

Health Education— 

1. New Approaches to Health Education in the Schools— 
James Houloose, M. D., Long Beach. 

2. Adult Education—Walter Brown, M. D., Stanford Uni- 
versity. 

3. Assistance to Be 
tary Agency in 
M.D., Pasadena. 

4. Informing the Public—Mr., 
Chief, San Diego Sun. 


Rendered Official Agency by Volun- 
Health Education—J. D. Dunshee, 
Paul 


Edwards, Editor-in- 


7 p. m. 
ANNUAL BANQUET 


Report of President—William C. Voorsanger, M. D. 
Address—William H. Park, M. D., New York. 
Dancing. 

Saturday, March 11 


9:30 a. m. to 12 noon 
CLINICAL SECTION 


1. Relation of Endocrine System in the Development of 
Treatment of Tuberculosis—Hans Lisser, M. D., San 
Francisco. 

Discussion by F. M. Pottenger, M. D., Monrovia. 

2. Progress in Tuberculosis Research—Emil Bogen, M.D., 
Olive View. 

Discussion: Filtrable Forms of Tubercle Bacilli— 
Ernest Walker, M.D., San Francisco. . 

3. The Evaluation of Laboratory Tests in Determining 
Activity in Tuberculosis—Philip Pierson, M. D., San 
Francisco. 


Discussion by Harold A. Thompson, M.D., San 
Diego; J. E. Pottenger, M. D., Monrovia. 
4. Nonpulmonary Tuberculosis—Leroy H. Briggs, M.D., 


San Francisco. 
Discussion by Mumford Smith, M. D., Los Angeles. 


9:30 a. m. to 12 noon 


SOCIOLOGICAL SECTION 
Early Diagnosis— 


1. Early Diagnosis Campaign — Ethel Owen, M. D., San 
Francisco. 
2. Program in a Rural Community—R. C. Main, M.D., 


Santa Barbara. 
2 


3. Program in a Metropolitan 
mus, M. D., Oakland. 


4. Coébrdination of Family Case Work and Tuberculosis 
Case Finding—Miss Mary Stanton, Los Angeles. 


12:15 to 1:45 p. m. 
ANNUAL BUSINESS MEETING 


Community—A. Hierony- 
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2 to 5 p. m. 
X-RAY EXHIBIT AND SYMPOSIUM 
Lyell C. Kinney, M. D., San Diego, Chairman 


You are requested to bring any interesting films for 
discussion. If you wish to present a discussion, please 
notify the chairman in advance of the meeting. 


8 p. m. 
EVENING SESSION 
1. B. C. G. Immunization—William H. Park, M. D., New 
York Board of Health; Camille Kereszturi, M. D., 


New York. 


CORRESPONDENCE 


Subject of Following Letter: Fresno Smallpox 
Epidemic of Year 1925 


To the Editor:—In the November issue of CALIFORNIA 
AND WesTERN Mepicineg, under the title of “The Lure 
of Medical History,” appears a short review of the 
Fresno smallpox epidemic of 1925. 

I was the State Board of Health representative de- 
tailed to Fresno during this epidemic, and feel that 
Doctor Robinson has not given sufficient prominence 
to this very serious outbreak. Undoubtedly the figures 
were not available to Doctor Robinson at the time of 
writing the article. I find that the figures given are 
far from accurate, and am taking this opportunity to 
quote from my report to the State Board of Health 
regarding this epidemic in order that the historical 
facts may not be forgotten. 

The first appearance of smallpox in the region 
around Fresno was in the town of Clovis, about ten 
miles north of Fresno. The health officer of Clovis, 
Dr. M. S. Montgomery, described the outbreak as 
having occurred in the latter part of August, 1924, 
among itinerant fruit pickers, and that it was decidedly 
more virulent than any he had ever seen before. 
There were twenty-one cases in all, many of which 
were sent to the County Hospital at Fresno. Doctor 
Montgomery promptly instituted a vaccination cam- 
paign, during which fully seven hundred were inocu- 
lated. This was about 50 per cent of the population. 
No further cases developed, and as no records were 
kept further study of this Clovis outbreak was not 
possible. 

The first cases appeared in Fresno shortly after the 
Clovis outbreak, and the first death in Fresno occurred 
September 30, 1924. In view of the mildness of the 
disease that had been prevalent throughout the state 
for several years, no apprehension on the part of 
city health authorities was aroused until three deaths 
in sharp succession in a Mexican family occurred early 
in October. Then assistance was asked from the State 
Board of Health. The epidemic continued until No- 
vember. There were altogether 170 cases and twenty- 
five deaths from smallpox, and over 102,000 were 
inoculated. 

The fatality rate of 14.7 per cent indicated a very 
severe type of the disease. In many of the smallpox 
epidemics experienced in Europe during the two or 
three centuries preceding Jenner’s discovery, a death 
rate of 10 per cent was occasionally reached. The 
rare and serious symptoms described by the older 
writers were frequently seen during the Fresno epi- 
demic. Toxic smallpox, hemorrhagic smallpox, scarla- 
tinaform eruption and variolar abortions all occurred. 
No prodromal rashes were observed. All sorts of in- 
oculation wounds were seen. An old and pre-antiseptic 
opinion seemed to have arisen again, namely, that the 
greater the local reaction the more effective the result. 
Apparently it was not realized that the area of pitted 
surface ultimately secured bore no relation whatever 
to the degree of local reaction. ‘‘The more severe the 
local reaction the better the take” was heard so fre- 
quently that people very often hesitated to be inocu- 
lated, rightly fearing a severe local reaction as much 
as they feared the smallpox itself. The method advo- 
cated by the State Board of Health about ten years 
previously was used in all official inoculations by the 
health departments. Three areas of about one-tenth 
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Inoculations of Smallpox Vaccine—Fresno Epidemic, 1924-1925 
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Clinic 


Opened 





Closed 


Location of Clinic Totals 


In Charge of Inoculated 











City of Fresno 









City H. O. September 29, 1924 November 28, 1924 20,812 
Dr. C. Mathewson 

Private offices Physicians of September-October November, 1924 19,849 
Fresno 

Fresno County County H. O. October 20 December 31 22,230 
Dr. G. C. Long 

Private offices Physicians of October-November December 4,671 


County 





































































































































































































































































































Total inoculated within Fresno County... eas inphadehaadactaliitcsibininsesamibiadinsuabcsinicace 
Tulare County Dr. G. J. Telfer October and November 14,034 
Kings County Dr. G. J. Telfer October and November 8,208 
Madera County Dr. G. J. Telfer October and November 5,088 
Merced County Dr. G. J. Telfer October and November 5,000 
*Sacramento County | Dr. W. W. Cress November 2,730 

| 
Total in other counties Ransieicveteiudcieo hasanabi 35,060 


Total 











of an inch in diameter were denuded, extending down 
into the Malpigian layer of the derma, and very 
seldom resulted in any bleeding. Fresh vaccine was 
applied to these denuded areas and the wounds im- 
mediately covered with two or three layers of aseptic 
gauze, held in place by adhesive plaster. The reaction 
was observed on the eighth day and fresh gauze ap- 
plied. No serious results were observed when this 
method was followed. Many persons who were suc- 
cessfully inoculated by this method were hard to con- 
vince that they had been successfully immunized. 
“But my arm never hurt me” was heard innumerable 
times. 

The relation of immunization to protection against 
smallpox bore out the evidence that history has re- 
peatedly demonstrated since the days of Jenner. 


Recoveries Deaths 
nO: I cloacal enieinapat 1 5 
Never successfully immunized .... ee 16 
Successfully immunized under five years 1 a 
Successfully immunized five to ten years 5 oe 
Successfully immunized over ten years.... 9 4 
TI Gckcdastincnisetinvicnbiccunciniatenmumnidibici 145 25 


Many cases were seen where a typical vaccinia de- 
veloped at the same time that an unmodified smallpox 
rash grew, indicating that the unfortunate victim had 
been inoculated just two or three days too late after 
having been infected with smallpox. So far as ob- 
served, these late inoculations did not seem to have 
any influence upon the severity of the attack. All who 
had passed through the maximum stage of their vac- 
cine inoculation before being exposed, or before the 
incubation period of smallpox had passed after having 
been exposed, were protected against the disease and 
did not get it. This amply demonstrated the statement 
that “an immune person cannot develop smallpox.” 
Immunity was occasionally found to have been short- 
ened in certain individuals to a few years, probably 
dependent on some peculiar systemic conditions pos- 
sessed by these particular persons; however, I never 
found immunity to have been shortened to less than 
three years. 

Yours very truly, 


ALLEN F. GILLIHAN, M.D., 
County Health Officer. 


Subject of Following Letter: Cinch Shortening 
Operation for Strabismus 


To the Editor:—It has recently come to my attention 
that a story is being circulated to the effect that I 
have been guilty of a violation of medical ethics in 
trying to keep secret my cinch shortening operation 


inoculations 


*One case of virulent smallpox in Sacramento was traced to Fresno and inoculations followed. 














-----102,622 


for the correction of strabismus and other troubles of 
the ocular muscles. 

I hope you will publish this statement, as I know 
of no other way to get the facts to all who may have 
heard the story. 

The operation was devised by me in 1911 and re- 
ported, after my first operation, in the Journal of the 
American Medical Association for March 2, 1912. I was 
then in the Army Medical Corps, which afforded but 
little opportunity to see much muscle work. As stated 
in the paper, the report was made at once in hopes 
of interesting some who saw a great deal of that kind 
of work. 

My second paper was in the Archives of Ophthal- 
mology for 1914, and later in the same year, at the 
request of Dr. Casey Wood, I took part in a sym- 
posium on the ocular muscles published in the Oph- 
thalmic Record. Also, at his request, I furnished a 
condensed description for the Encyclopedia of Oph- 
thalmology. In 1915 a short paper, with demonstra- 
tion, was given at the meeting of the Pacific Coast 
Oto-Ophthalmological Society. The next paper was 
at the 1916 state medical meeting at Fresno. 

The operation was brought up to date by reporting 
forty-two operations at the 1916 meeting of the Ameri- 
can Medical Association at Detroit. While on that 
trip I operated in Chicago for Dr. Casey Wood, and 
at the Illinois Eye and Ear for Doctor Orcutt. 

Since that year I have read many papers, and at 
all meetings have been busy demonstrating the princi- 
ple of the method to anyone interested. 

I resigned from the Army in 1914 and started prac- 
tice in Oakland in 1915. During that year several 
ophthalmologists brought patients to me and assisted 
at the operations. 

Operations were done at the Knapp Eye Hospital 
and the Wills Eye Hospital in 1914. In 1930, oper- 
ations were done for Doctor Orcutt in Chicago dur- 
ing the Academy meeting. In 1931, eight squints were 
operated at Salt Lake City for the Utah State Medical 
Society. In November, 1931, a number of operations 
were done for the Southern Medical Association meet- 
ing in New Orleans. 

In 1924 Dr. Joseph L. McCool, then of Portland, 
made a week’s visit and assisted at eight or ten oper- 
ations I had saved up for that purpose, and last De- 
cember Dr. Donald O’Rourke of Denver made a 
similar visit for the same purpose. 

In view of all these provable facts, I think it is quite 
apparent that the story of my withholding information 
concerning the technique of the operation is without 
foundation in fact. 

Roprric O'Connor. 
450 Sutter Street, San Francisco. 
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PRACTICE OF MEDICINE BY 


CORPORATIONS ILLEGAL 
IN CALIFORNIA* 


Judge Samuel R. Blake of the Superior Court 
of the State of California, in and for the county 
of Los Angeles, in the case of 


The People of the State of California on the Re- 
lation of Granville MacGowan, Plaintiff, vs. 
Medical Service Corporation, a Corporation, 
Defendant, 


recently rendered a decision that should be of 
much interest to members of the California Medi- 
cal Association. 

Secause of the importance of this particular de- 
cision a digest of Judge Blake’s opinion, which 
recently came into the hands of the editor, is here 
printed :t 

POINTS FOR DECISION 

1. Two of the main questions involved are: 

(a) Can a corporation practice medicine? 

(6) Is the manner and method in which the defend- 
ant corporation is conducting its business, practicing 
medicine? 

On the first proposition the court concludes that 
a corporation cannot practice medicine. A  corpo- 
ration may be formed for any purpose for which indi- 
viduals may lawfully associate themselves. 

The defendant’s contention is that since doctors 
may lawfully associate themselves together to prac- 
tice medicine, likewise it may do so in its corporate 
Capacity as a corporation by employing as its agents 
qualified physicians and surgeons to do the work of 
the corporation. 

The vice of this contention consists in its assump- 
tion that individuals may generally and as a matter of 
right associate themselves together for the practice 
of medicine; this assumption is fallacious since, under 
the laws of California, individuals may not, either 
singly or in an association, engage in the practice of 
medicine without having a special license so to do, 
and hence individuals forming a corporation could not 
under our law gain any other or further right by the 
act of incorporation than lawfully possessed by either, 
singly or in the aggregate, without incorporation. 

The corporate cannot, of course, as a corporation, 
pass the medical board examination and can only act 
through its agents. The right to practice medicine 
attaches to the individual and dies with him, and it 

cannot be made a subject of business sheltered under 
the cloak of corporation having marketable shares 
descendable under the laws of inheritance. All the 
directors of this corporation, or stockholders, may be 
licensed practitioners, but any time these directors or 
officers, by death or otherwise, may transfer their 
shares and it might be succeeded by laymen, none of 
whom possess the right to practice medicine. 

_ Therefore, under the maxim that you cannot do 
indirectly, as in this case by the creation of a corpo- 
ration, that which is directly prohibited by law; upon 
this proposition the great weight of authority in Cali- 

* Note.—In response to frequent requests for copies of 
the opinion handed down by Superior Court Judge Samuel 
R. Blake in 1930, the same is here reprinted. 

tAt the time Judge Blake gave his opinion from the 

bench, the daily press, in substance, stated that Judge 
Blake’s order dissolved the franchise of the Medical Ser- 
vice Corporation and perpetually enjoined that particular 
corporation from practicing medicine. 
_ Of course, in a legal matter with such scope and rami- 
fications, this decision is not apt to be the end of the 
story. The entire situation will continue to bear watch- 
ing. In the meantime it is a pleasure to know that a 
verdict has been handed down from a Superior Court 
bench on some of the legal phases of this important 
problem which is concerned with the attempt of certain 
corporations to practice medicine. 

It must be a gratification to all members of the Cali- 
fornia Medical Association to know that the effort and 
work of Dr. Granville MacGowan of Los Angeles had 
Such a successful outcome. 
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fornia and elsewhere is that a corporation cannot, as 
such, practice medicine. 


IS THE MANNER AND METHOD UNDER WHICH THE DEFENDANT 
CORPORATION IS CONDUCTING ITS BUSINESS AMOUNTING 
TO PRACTICING MEDICINE? 


The evidence shows that the defendant corporation 
is engaged in the business of conducting dispensaries 
throughout the city of Los Angeles, with its principal 
office located in the Pantages Building, scattered 
throughout the industrial district. There are six or 
seven stations where minor industrial injuries not 
requiring medical attention are treated. Each of these 
stations has a waiting room and room where treat- 
ment is administered. In each of the stations there 
is an operating table and instruments necessary to 
enable a physician to give first-aid treatments. These 
stations are classed as emergency hospitals and are 
maintained by the agents of the defendant corpora- 
tion. In each of the stations the defendant maintains 
one physician (licensed), and these doctors are em- 
ployed by the corporation on a straight salary, and 
are paid a small bonus if the company makes a profit 
from his particular station. The evidence further 
shows that the corporation confines its activity to 
purely and entirely industrial cases. The defendant 
corporation has no nurses at its branches and the only 
nurse is at the main office. The doctors are at all 
times employed by the company and the physician 
and surgeon gives all his time to the defendant corpo- 
ration. All of the doctors are required to report to a 
chief surgeon, Doctor Nelson, at the head office. The 
corporation makes a charge for the services rendered 
by the doctor whenever a case is closed. The doctor 
himself makes no charge and the doctors at various 
stations are not permitted to treat any private cases 
of their own, and only do the work of the corporation. 
This is a brief summary of the important facts of the 
case. 

7 7 s 

This unquestionably is a case of first impression 
in the State of California, being a proceeding by the 
Attorney General to cancel and annul the franchise 
of this defendant corporation for the reason that they 
have violated a law of the State of California and 
engaged in a business as a corporation which it is 
unlawful to do. 

7 7 7 

The court concludes that the acts enumerated and 
done by the defendant corporation constitute prac- 
ticing a system of medicine, or mode of treating the 
sick and afflicted in this State, within the meaning of 
the Medical Practice Act, and, therefore, is in viola- 
tion of law. 

Several other important questions are involved, 
wit: 

1. Whether or not such a holding affects hospitals 
and charitable institutions now in existence which are 
corporations. 

Clearly this rule would not in anywise affect hospi- 
tals and infirmaries which are not practicing medicine, 
but are independent of the practice of medicine and 
surgery, nor are most of those institutions profit- 
sharing institutions and practicing for profit, while 
the defendant corporation is, and there is no analogy 
between the present case and the case of hospitals 
or other private corporations. 

2. The fact that the Workmen’s Compensation Act 
compels all employers to furnish medical and surgical 
aid to the injured in the course of their employment 
does not offer any reason for a corporation to engage 
in the practice of medicine. It only requires that they 
furnish medical aid of a physician and surgeon, and 
it is not necessary to form a corporation to furnish a 
physician and surgeon for medical aid. 

If, in the last analysis, corporations are allowed to 
practice medicine as a general proposition, it is the 
opening wedge to the commercialization of the prac- 
tice of the learned profession of medicine, and permits 
the creeping in of many unethical and uncontrollable 
factors which the law has heretofore rigidly sought 
to avoid. 

One of the main objections to allowing a corpo- 
ration to practice medicine would be unquestionably 
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the inability of the state to control the practice of 
medicine by a corporation as it does control it now 
under the Medical Practice Act, as each member of 
the profession comes directly under the Medical Prac- 
tice Act and the corporation herein does not. Un- 
professional conduct on behalf of the corporation 
could not be reached, such as aiding or betraying a 
professional secret, advertising, or offenses involving 
moral turpitude, and many others too numerous to 
mention. 

Unquestionably, if the corporation does not come 
within the provisions of the Medical Practice Act, it 
would be immune from its penalties or provisions; 
therefore it is important to the welfare of the people 
of the State of California, and hence the importance 
of the prohibiting of a corporation from practicing 
medicine as a corporation and engaging in that busi- 
ness through its agents for profit. 

SAMUEL R. BLAKE, Judge. 
Attorneys for plaintiff: 
U. S. Webb, Attorney General, 
Gibson, Dunn & Crutcher, and 
Norman §S. Sperry. 


Attorneys for defendant: 
Joe Crider, Jr. 


THE NATIONAL INSTITUTE OF 
HEALTH OF THE UNITED STATES 


The National Institute of Health is the research 
center of the United States Public Health Service. 


Before May, 1930, the work of the institute was carried 
on under the name of the Hygienic Laboratory of the 
United States Public Health Service. Through the 
provisions of a bill introduced by Senator Joseph E. 
Ramsdell, at that time United States Senator from 
Louisiana, the scope of the Hygienic Laboratory was 
broadened greatly and its name was changed to the 
National Institute of Health. Since that time Mr. 
Ramsdell has become executive director of the insti- 
tute. Dr. George W. McCoy and his associates, who 
have been in the Hygienic Laboratory for many years, 
continue their services under the National Institute 
of Health. The conference board of the institute is 
an unofficial voluntary organization of public-spirited 
men who lend their services to assist the Public 
Health Service to perform its important work in the 
conservation of public health. Under the present or- 
ganization of the institute, it is able to accept gifts and 
benefactions which must be sent to the treasurer of 
the United States and credited as gifts to the National 
Institute of Health. Funds so contributed will be ex- 
pended by the government in accordance with the 
expressed wishes of the donors. The legal restrictions 
that have been thrown around such expenditures as- 
sure donors that their contributions will be devoted to 
the purpose intended without any deductions whatso- 
ever for commissions or overhead. 

The Hygienic Laboratory came into existence in 
New York in 1887, but it was transferred to Wash- 
ington and in 1901 Congress passed an act establish- 
ing it as a separate institution under the Public Health 
Service. It was charged with the “investigation of 
infectious and contagious diseases and matters per- 
taining to the public health.” In spite of limited finan- 
cial support, its scientific staff made extremely valu- 
able discoveries relative to such diseases as malaria, 
hookworm, pellagra, tularemia, undulant fever, psitta- 
cosis, typhus, and Rocky Mountain spotted fever. It 
also has accomplished valuable work in the standardi- 
zation of drugs and in the solution of fundamental 
chemical problems. 


The institute maintains the same relations toward 
the Public Health Service that the Hygienic Labora- 
tory has always maintained. The scope of its activi- 
ties is broadened greatly, however, under its recent 
reorganization. The institute still receives appropri- 
ations by Congress, but it is now enabled to receive 
support from other sources and thereby accomplish 
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a much greater amount of work than was possible 
under its former limited support. The work of the 
institute has been of particular value to California, as 
some of its discoveries have been especially valuable 
in the control of certain communicable diseases in this 
State. Among these may be mentioned tularemia, 
psittacosis, typhus, Rocky Mountain spotted fever, 
and plague. The importance of research in public 
health is unquestionable. Without the accomplish- 
ments that have been made in this institution, as well 
as in countless other research laboratories throughout 
the country, it would have been impossible to develop 
the high standards in public health service which now 
prevail. 


CALIFORNIA SENATE AND 
ASSEMBLY DISTRICTS 


The population statistics and legal classification of 
counties of California and the maps of senatorial and 
assembly districts of California are printed in this 
issue so that county societies may more easily check 
on their respective districts. The California Legisla- 
ture now being in session, this information may be 
found desirable by members who are following the 
course of proposed laws having to do with the public 
health. 


COUNTIES OF CALIFORNIA 


Population Statistics and Legal Classification 
(California Blue Book) 


(Chapter 97, Statutes of 1931) 
Population, 
Census 
Class County Population 1930 
1 Los Angeles .......... 900, 000 and OVET .............---ccssee 2,208,492 
2 San Francisco 634,394 














3 Alameda. ......... 400, 000 and under 500, 000...... 474,883 
4 San Diego ....... 200,000 and under 400,000....... 209,659 
5 Santa Clara ...145,000 and under 200,000....... 145,118 
6 Fresno ..143,000 and under 145,000....... 144,379 
7 poeeameonto .140,000 and under 143,000....... 141,999 
8 San Bernardino....130,000 and under 140,000...... 133,900 
9 Orange - _...-..110,000 and under 130,000...... 118,674 
10 San Joaquin oe 100,000 and under 110,000... 102,940 
11 I a cdo .. 82,000 and under 100,000....... 82,570 
12 Riverside . . 80,000 and under 82,000 81 ,024 
13. Contra Costa . 78,000 and under 80,000... 78,608 
16060 6 Tula ......... 77,425 and under 78,000....... 77,442 
15 San Mateo . 75,000 and under 77,425....... 77,405 
16 Santa Barbara .... 65,000and under 75,000...... 65, 167 
17 Sonoma .. 62,000 and under 65,000...... 
18 Imperial _.......... . 60,000 and under 62,000...... 5 3 
19 Stanislaus ...... 55,000 and under 60,000...... 56, 641 
20 Ventura . ae 54,000 and under 55,000... 54,976 
21 Monterey ............... 53,000 and under 654,000...... 53,705 
22 Humboldt . 43,000 and under 53,000....... 43,233 
23. Marin ....... ... 41,000 and under 43,000 41,648 
24 Solano eeveeeee-e 40,000 and under 41,000 40,834 
25 Santa Cruz ............. 37,000 and under 40,000....... 37,433 
26 Merced .................... 35,000 and under 37,000....... 36,748 
27 — me 30,000 and under 35,000...... 34,093 
28 San Luis Obispo . 27,500 and under 30,000...... 29,613 
29 Siskiyou a 25,400 and under 27,500...... 25,480 
i RES 25,000 and under 25,400...... 25 5,385 
31 Placer _.................... 24,000 and under 25,000... 24,468 
32 Yolo 23,600 and under 24000 - 23,644 
33 Mendocino . 23,000 and under 23,600... 23,505 
34 Napa ....... ceveeee--- 22,000 and under 23,000...... 22,897 
35 Madera ....... . 15,000 and under 22,000 17,164 
DD ID ccccmcessee ... 14,000 and under 15,000... 14,618 
37 Shasta ceveveeeee 18,900 and under 14,000... 13,927 
38 Tehama .................. 13,000 and under 13,900... 18,866 
39 Lassen . 12,000 and under 13,000...... 12,589 
40 Yuba ... 11,825 and under 12,000....... 11,331 
41 San Benito . 11,000 and under 11,325... 11,311 
42 Glenn . 10,750 and under 11,000... 10,935 
43 Nevada .. 10,500 and under 10,750... 10,596 
44 Colusa . 10,250 and under 10,500 10,258 
45 Tuolumne 9,000 and under 10,250 9,271 
46 Amador ee 8,400and under’ 9,000...... 8.494 
47 El Dorado ........... . 8,300and under’ 8,400 8,325 
48 Modoc ~ 8,000 and under’ 8,300 8,038 
49 NNOIGD | iss serceesmese 7,500 and under’ 8,000...... 7,913 
50 a ewe 7,000 and under 7,500...... 7,166 
51 Inyo cevvceeeeeee 6,500 and under’ 7,000...... 6,555 
52 Calaveras .......... 6,000 and under’ 6,500 6,008 
53 Del Norte 4,000 and under’ 6,000...... 4,739 
54 Mariposa .... 3,000 and under = 4,000.°... 3,233 
BE Trinity .. 2,500 andunder = 3,000 2,809 


5 

6 Sierra 

57 Mono 
8 Alpine 


2,400 and under 2,500... 2,422 
. 1,000 and under 1 
.. Less than 1,000 
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MALPRACTICE INSURANCE 
POLICIES * 


A physician’s application for a physician’s indem- 
nity or liability policy of insurance, or for any other 
kind of insurance for that matter, is the foundation 
stone of the validity of the insurance contract. The 
insuring company’s knowledge of the risk it is as- 
suming is derived from the application. 

A physician’s statements and representations con- 
tained and set forth in the physician’s answers to the 
questions in the application blank regarding his prac- 
tice; his specialty, if any; the extent of his use of 
radium or x-ray; the number, qualifications, duties, 
and responsibilities of his assistants; whether or not 
he is practicing in copartnership; and all other infor- 
mation requested by the company, as shown by its 
application blank, should always be full, correct, and 
accurate. 

A malpractice insurance broker (and a broker usually 
solicits a physician’s business) is not a representative 
of the insurance company. He is the physician's repre- 
sentative. 

An agent represents the insurance company, and, 
commonly, an agent cannot waive or vary an insur- 
ance company’s requirements regarding its applica- 
tions or any clause of its policies. 

Therefore, what a physician allows a broker to put 
in the physician’s application is the physician’s act, 
and the physician is responsible for any inaccuracies 
or misinformation which the application may contain 
when it reaches the insurance company’s agents and 
representatives. 

1, A physician should never sign an application 
blank leaving it to someone else to fill in the answers. 

2. A physician should never sign an application 
blank without reading all the questions and all the 
answers carefully. 

3. A physician should always read the company’s 
blank forms which may be submitted by a broker, and 
if the physician is in doubt as to any material point, 
should ask the broker to write to the company and 
show the answer of the company’s representative in 
reference to the point involved. 


FINAL REPORT OF THE COMMIS- 
SION ON MEDICAL EDUCATION Tt 


THE PROBLEM OF MEDICAL CARE 


The problem of medical care is exceedingly com- 
plex. Before substantial progress can be made toward 
its solution it will be necessary to secure a reasonably 
clear definition of the present and probable needs of 
the immediate future for medical services. These vary 
considerably in the different sections of the country 
because of local conditions. ... 


THE PRESENT SITUATION 


A number of studies by insurance companies, pub- 
lic health organizations, industrial firms, and others 
indicate that there are about 130,000,000 cases of dis- 
abling illness in the United States each year. If non- 
disabling illness is considered, the figure is about 
double. Throughout the year an average of about two 
per cent of the population is incapacitated from illness 
and twice as many are impaired and handicapped. 

The time lost because of illness averages between 
seven and nine days per employed person and repre- 
sents about three per cent of the usual working year. 
It is estimated that the 36,000,000 wage-earners in the 
country lose about 250,000,000 work-days, and the 
24,000,000 school children lose about 175,000,000 days 


° Editor’ s Note.—The above is an excerpt from a letter 
sent to all members of The Medical Society of the State of 
California by order of its board of trustees, prepared by 
Hartley F. Peart, general counsel. Deeming the matter 
of particular importance to all members of the California 
Medical Association, the above excerpt is here reprinted. 

t For editorial references to excerpts from the Report, 
as here printed, see that department in this issue, page 112, 
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in school each year from illness. The financial loss to 
the country as a whole represented by the lost earning 
power and reduced production totals well over two 
billion dollars a year, equivalent to one-half the cost of 
maintaining the national government. The economic 
features associated with preventable and premature 
deaths represent a further very large sum. The num- 
ber of work-days and the amount of wages lost be- 
cause of illness, while very large, are far exceeded, 
however, by casual and enforced idleness from other 
causes. It has not been possible to keep the healthy 
people employed fully even in times of prosperity... . 


CURRENT TRENDS IN MEDICAL PRACTICE 


Current medical practice has taken on certain charac- 
teristics which resemble those of contemporary indus- 
trial life. Considerable emphasis is being placed upon 
organizations as a means of providing mass produc- 
tion in medical services. Efforts are made to stand- 
ardize procedures partly as a reflection of methods in 
the field of industry. These efforts are based in many 
instances upon the fundamental fallacy that the human 
being, who is the unit of medical service, can be re- 
garded as a uniform, standardized organism. The con- 
trary is known to be the case inasmuch as no two 
individuals are alike, and no two even with the same 
disorder react in exactly the same way. Sound medi- 
cal practice requires careful study of the health needs 
of each individual—physical, psychic, and social... . 


SPECIALIZATION 


Partly because of the skill required in the use of 
certain instruments, undue emphasis has been given 
to the various specialties, a number of which have 
been developed around technical procedures. There 
has been an extensive subdivision of labor in the field 
of practice which requires that group and collective 
opinions be sought in the diagnosis and treatment of 
some patients. This subdivision of labor, however, has 
gone beyond the actual needs of the community and 
most patients. It has been greatly overdone, espe- 
cially in the large cities. ... 


THE INCOMES OF PHYSICIANS 


Most of the emphasis in recent public discussions 
of the economic aspects of medical care has been upon 
the cost to the patient and his family. Frequently the 
impression is created that physicians are securing an 
economic advantage at the expense of the public. Not 
over one-third of the expenditures for medical care is 
for physicians. The mean income of the doctor is low 
when consideration is given to the investment of time 
and money in his training. The risks and uncertain- 
ties of practice, the expenses of maintaining proper 
facilities for practice, and the dependence of his in- 
come upon his health and vigor make the economic 
problem of the average physician precarious, especially 
in the light of the recent growth of community pro- 
grams of medical service which often are in competi- 
tion with him. 

Studies indicate that even in recent prosperous 
times 50 per cent of the physicians in the country 
received an annual gross income of $3,800 or less. 
About 25 per cent of them received $2,300 or less and 
65 per cent received less than the median gross income 
of about $8,000 (net of about $5,000) for the entire 
profession. 

These income data vary considerably with the size 
of the community and the type of practice. Com- 
munities with a population of five thousand or less 
represent about 48 per cent of the population and con- 
tain 30 per cent of the physicians. The latter receive 
only 18 per cent of the total estimated income of the 
profession. Many persons in the smaller communi- 
ties and suburbs, especially those able to pay for 
higher medical fees, go to the cities for medical serv- 
ices. This has an important bearing on the distribu- 
tion of physicians. The studies support common 
knowledge that the specialists secure a much larger 
part of the total income of the profession proportion- 
ately than the general practitioners. It is estimated 
that they obtain 40 per cent of physicians’ fees, al- 
though they represent only 23 per cent of the total 
number of doctors. General practitioners, representing 
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56 per cent of physicians, receive 38 per cent of the 
income of the profession. The “partial specialist” oc- 
cupies intermediate ground. 


Specialization has developed rapidly partly because 
the public is willing to pay higher fees for such serv- 
ices. The oversupply of physicians and the general 
acceptance of more or less standardized fees for the 
general practitioner, which he is not able to increase 
materially, tend to force physicians in competitive 
practice into those fields which promise the largest 
return for their efforts and in which there are the 
fewest competitors. The medical needs of the com- 
munity should ultimately determine the relative num- 
bers of different types of practitioners, rather than the 
unreliable selection and employment of physicians and 
others by laymen who have no basis on which to 
judge the value or indications for different kinds of 
study and treatment, but who form their opinions 
often in the belief that the most expensive service 
should be the best. 


THE ECONOMICS OF MEDICAL CARE 


Owing to the widespread publicity and propaganda 
regarding the economic aspects of medical care, the 
impression has been created that the cost for the 
country is unreasonably high... . 


The economic problem of sickness may be stated 
briefly. Sickness is widespread in most communities 
and frequently arises from the contacts of everyday 
life. The risks are so uncertain that an individual can 
measure the probabilities only in a very general way. 
It is well known from numerous studies that a large 
proportion of illness does not receive proper atten- 
tion and much receives none at all. This is particu- 
larly true of those who have a low income in com- 
munities which do not have public clinics and hospi- 
tal services. It is also well known that sickness and 


consequent disability are important factors in poverty 
and dependency. 


The total direct expenditures for medical services 
of all kinds are probably not greatly in excess of two 
and one-half billion dollars per year, representing a 
little over three per cent of the national income in 
normal times and about $100 per family per year. As 
one would expect, these estimates for the entire popu- 
lation are somewhat above those reported in studies 
of special groups of workers a few years ago which 
indicated that the average annual amounts spent by 
families for medical care were about $60 for wage- 
earners, about $62 for farmers, and about $80 for office 
employees. A recent study shows that for families 
with incomes under $1,200, the average expenditures 
were $66 in 1928. For those with incomes under 
$2,000, they were $71.48, and for those with incomes 
between $2,000 and $3,000, they were $102.76. These 
expenditures are from four to five per cent of the 
average incomes in each group. 


About seven hundred million dollars of the total is 
spent for medicines of which nearly 75 per cent is for 
self-medication, largely through patent medicines, and 
home remedies supplied by the 60,000 drug stores of 
the country. The total for cult practitioners—osteo- 
paths, chiropractors, naturopaths, Christian Science 
healers, and other groups—is probably about one hun- 
dred and fifty million dollars. Medical, hospital, and 
public health activities supported by taxation cost 
about four hundred million dollars a year. 

While these expenditures are large, they are of par- 
ticular significance only when compared with other 
items of national expenditure in considering the ability 
of the people to pay for adequate medical care. Those 
for education as well as those for legal agencies are 
approximately as large as those for health. At the 
height of the recent prosperity our annual expendi- 
tures for passenger automobiles, noncommercial use 
of gasoline, tobacco, candy, cosmetics, soft drinks, 
toys, jewelry, and amusements totaled over twelve 
billion dollars, more than five times the direct ex- 
penditures for medical care. They were made largely 
by persons of moderate means for whom the cost of 
medical, dental, nursing, and hospital services are 
most pressing. The amount spent each year for to- 
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bacco alone is about twice the total gross income of 
all physicians. The amount spent on candy is more 
than twice that expended on civil hospitals, and that 
spent for cosmetics is about twice the expenditures for 
nursing. These items are cited only to indicate that 
the public can probably afford to pay for medical 
services. 


The public buys what it is taught to buy, and manu- 
facturers spend between one and two billion dollars 
a year in that instruction by means of advertising. 
When the public is convinced of the value of proper 
medical care, there should be no difficulty in financing 
an adequate program of medical services, although it 
may mean curtailing to some extent the expenditures 
for nonessentials, 

CONCLUSIONS 


Inasmuch as health is the greatest asset of the 
nation as well as of the individual, those qualified by 
training and experience e the responsibility of 
formulating sound programs of medical care and of 
guiding public opinion aiming to improve and con- 
serve that asset. 


Information now exists which gives a reasonably 
clear definition of medical needs in various communi- 
ties and the extent to which present efforts meet them. 
Experience has shown what facilities and personnel 
are required. A variety of programs have been de- 
veloped to serve local conditions. The costs are 
known. 


The next steps are the proper co6drdination of pres- 
ent isolated efforts, the elimination of unnecessary 
competition and duplication, the development of 
schemes for distributing the economic burden of sick- 
ness, and the education of each community to support 
an adequate and sound program of medical and public 
health services. 


There is urgent need in many communities for 
sound regional planning by competent medical and 
community leaders to secure, distribute, and coordi- 
nate local facilities and trained personnel through 
hospital centers, home nursing and medical services, 
public health activities, and other features now recog- 
nized as essential. Hospital centers provide the pro- 
fessional and community interests and a type of or- 
ganization well suited to the development of com- 
munity health programs in many places. 


The widespread publicity and propaganda regarding 
the economic aspects of medical care have focused 
attention upon the present forms and costs, rather 
than upon a plan which will insure services of high 
quality. They have created the impression that the 
present cost of the care of the sick is unreasonably 
high. The total expenditures are a small fraction of 
the national income and insignificant when compared 
with the vital values which the services aim to protect. 


If a high quality of medical care is to be made more 
universally available, the total expenditures from pri- 
vate and public sources will have to be increased, even 
after making due allowance for the elimination of 
wastes and ill-advised expenditures which exist at 
present. Health services have not secured their full 
share of the increased “optional consumption” of the 
country as a whole in competition with commercial 
appeals for the consumer’s income. 


Many persons, particularly in the lower income 
groups, do not receive as much medical attention as 
they need and cannot be expected to pay for proper 
care. It is impossible to expect that the highest pro- 
fessional services can be provided in every community 
or for everyone in any community, but each area 
should have basic provisions which will meet most of 
the needs. Proper planning will provide specialized 
services in near-by centers for those persons who 
require them. 


The plan for a community should be formulated on 
the basis of medical needs, not on the ability of indi- 
viduals to pay. The present distribution of medical 
facilities and personnel is determined largely by eco- 
nomic factors. 

The essential feature of a well-conceived program 
is the quality of the service rendered. The organiza- 
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tion and the methods of financial support should be 
formulated to improve and maintain that quality, not 
merely to provide a service at low cost. 

A competent and effective scheme is dependent 
upon a body of trained personnel who are abreast of 
current knowledge and skillful in its application. Any 
plan of organization, whether developed from within 
the profession or imposed upon it from without, which 
lessens the responsibility of the trained physician or 
denies him the rewards of superior ability and charac- 
ter will, in the long run, be detrimental to the public 
welfare. No scheme of organization or group respon- 
sibility can substitute for the priceless, discriminating, 
and sympathetic judgment of the competent and con- 
scientious physician. 

Inasmuch as the objectives of medical care can be 
attained only by trained personnel, the educational 
features become paramount, not only in the recruit- 
ment and training of students for the professional 
groups but also in the continuation education which 
will keep the members of these groups abreast of new 
knowledge and methods. 

The present oversupply of physicians in this coun- 
try is likely to lead to unnecessary services, to a 
lowering of the quality of medical care, and to ex- 
cessive costs because people are not able to judge their 
needs in such a highly technical field as medicine. 

Allowing for the defects in present methods, there 
are fundamental advantages in the American form of 
practice which need to be strengthened. It is not 
necessary to substitute for the present efforts a pater- 
nalistic plan ill adapted to the philosophy of American 
life, but rather to encourage the evolution of a pattern 
which will embrace the desirable features of our pres- 
ent methods and the correction of their defects. 


Some efforts are being made to provide standard- 
ized services on a mass production basis, reflecting 
recent practices in industry. It is a fundamental fal- 
lacy to base any program upon the assumption that 
the human being, who is the unit of practice, can be, 
or is likely in the future to become, a uniform, stand- 
ardized organism. 


Sound medical care requires that the physician 
understand the importance and influences of social, 
economic, and psychological factors as they con- 
tribute to the causation, treatment, and prevention of 
disease in the individual. 


The increase of knowledge and technical procedures 
has made a division of labor within the profession 
inevitable and desirable. The tendency to partition 
practice into organs, systems, and techniques, how- 
ever, with consequent dispersion of responsibility for 
the patient as a whole, not infrequently turns out to 
be unnecessary, costly, and misleading. 


Specialism has developed beyond the actual needs 
in the larger communities because it is easier, more 
satisfying, more highly regarded by the public, and 
more lucrative than general practice. There is great 
need of a wider appreciation on the part of the public 
as well as the profession of the important function 
of nonspecialized practice and of the fact that only 
the physician, not the patient, can determine when 
and what specialist is required. 

Specialization and the utilization of a wide variety 
of nonmedical personnel, institutions, hospitals, and 
community agencies require collective and group re- 
sponsibility for the care and treatment of certain 
patients. 

Industrial medicine, group practice, the collective 
purchase of medical services through various forms of 
insurance, and the activities of public health depart- 
ments, hospitals, clinics, schools, workmen’s compen- 
sation laws, and local, state, and national governments 
are among the most prominent efforts to provide 
treatment and care for a large part of the population 
and to adapt those services to changing professional 
and social conditions. Some of these activities are in 
fields regarded in the past as the domain of private 
practice, 

Economic factors such as the capital requirements 
and maintenance of hospitals, laboratories, and pub- 
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lic health projects have brought community financial 
interests into the practice of medicine. Although spe- 
cialized institutions, equipment, and technical per- 
sonnel are needed for certain patients, the public has 
been led to demand and many practitioners recom- 
mend some services which are unnecessary and often 
costly. ie 

Inasmuch as medical education is primarily con- 
cerned with the qualifications and preparation of stu- 
dents to practice medicine, it is highly important that 
the training be permeated with an understanding of 
the larger social and economic problems and trends 
with which medicine must deal, and which are likely 
to influence the form and opportunities of practice in 
the future. The type of student who studies medicine 
is determined to a considerable degree by the pro- 
fessional opportunities and social recognition of the 
physician. 

Although physicians represent only about ten per 
cent of the personnel engaged in the health program 
of the country, most features of this essential enter- 
prise should be under responsible medical supervision 
and guidance. Physicians need to be competent to 
organize and guide the work of subsidiary professional 
and nonprofessional aides, if they are to make their 
maximum contribution toward a satisfactory program 
of medical services for the country. 

The preparation of students for the newer obliga- 
tions and opportunities of the profession requires a 
sound training in the principles of the basic sciences, 
which are likely to remain the foundation of medical 
practice, research, preventive medicine, and _ public 
health work. The training should emphasize, however, 
that the forms and methods by which these principles 
are to be applied in meeting the needs of individuals 
and the community are likely to be modified in the 
future. 


TWENTY-FIVE YEARS AGO* 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. VI, No. 2, February, 1908 


From some editorial notes: 


Internal Medicine —Confronted with the fact that 
there are a good many very excellent papers written 
on subjects related to internal medicine, but which, 
either because they are too long or because they are 
too technical, or for some other reason are not well 
suited for publication in a general medical journal, 
such as the Journal of the Amercan Medical Association, 
that association has established a new periodical en- 
titled Archives of Internal Medicine. ... 


The Plague Situation—On December 28, a meeting 
of the council of the state society was called for the 
purpose of considering the presence of plague in Cali- 
fornia and whether or not the state society could do 
anything to aid in the fight against it... . 

Up to the end of January there has been no case 
of human plague in San Francisco for about a month, 


though the percentage of infected rats has risen 
steadily until it is over one and one-half per cent. 
This seems small until one remembers that even in 
severe epidemics the percentage of infected rats does 
not exceed six or seven per cent of those examined, 
and has been as low as two per cent. The Public 
Health and Marine Hospital Service laboratory is 
being enlarged and will soon be in a position to ex- 
amine all rats obtained. Fleas are very scarce in the 
city, owing to the cold and rainy weather, and that 
accounts for the falling off of cases of human plague. 


* This column strives to mirror the work and aims of 
colleagues who bore the brunt of society work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and recent members. 
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With the return of warm weather—and fleas—we may 
expect to see an increase in the number of human 
cases. ... 


Indiana Journal—The latest recruit in the ranks of 
medical journals published by and’ for the medical 
profession, is the Journal of the Indiana State Medical 
Association, the first number being that for January, 
1908. To say that it is a fine tribute to the association 
which it represents is merely to give no more than 
due credit to the able editor, Dr. Albert E. Bulson, 
Jr.,¢ Fort Wayne, who for many years edited the Fort 
Wayne Medical Journal with credit to himself and his 
publication. ... 


Why Not?—Why not make an effort to secure the 
membership in your county society of every reputable 
practitioner in the county before the end of the pres- 
ent year? The annual reports are now coming in to 
the secretary of the state society, and they show great 
contrasts. ... 


From an article on “Medical Expert Testimony”: 
Presidential Address, Santa Clara County Medical So- 
ciety, December 18,1907, by Antrim Edgar Osborne, M. D. 


At the time that this society devoted a session to 
the consideration of the question of medical expert 
testimony, I made certain suggestions for a radical 
cure of the evils that now exist and have so prosti- 
tuted the giving of testimony in medical-legal matters 
that the so-called expert witness is little less than an 
object of derision and his testimony the torn and 
ragged plaything of litigants and contestants... . 


To bring about the changes desired, certain legisla- 
tive power seems to be necessary. Let me present the 
following concrete proposition: Let a bill be pre- 
sented to the next session of our State Legislature, 
to read somewhat as follows: 


“An Act providing for the appointment of expert 
examiners, defining their duties and providing for their 
compensation. .. .” 


From an article on “Rheumatism in Children” by Milli- 
cent Cosgrave, M.D., San Francisco. 


During the past three years in the children’s clinic, 
it has been my good fortune to observe a number of 
cases of rheumatism in children, and to note the vari- 
ous aspects under which this disease presents itself. 
So much so that at the present time the simplest case 
receives attention, while all cases of tonsillitis, grow- 
ing pains, and chorea are viewed with suspicion, their 
history taken in detail and a physical examination 
made. 


From an article on “A Few Notes on Clinics for Dis- 
eases of the Skin” by Douglass W. Montgomery, M.D. 


The following cursory notes, written for my own 
pleasure while on a short trip, have no pretension* to 
being at all exhaustive. They may, however, interest 
my friends for a few minutes, and if so they will serve 
their purpose. 


From an article on “Subjective Symptoms and Painful 
Sensations in Heart Disease” by E. Schmoll, M.D., San 
Francisco. 


The subjective symptoms and painful sensations in 
heart disease, and the reflex symptoms due to dis- 
turbed function of the heart, have attracted very little 
attention except in angina pectoris. In this disease, 
pain has monopolized the attention of observers to the 
exclusion of other symptoms. 





+ Editor’s Note.—The December, 1932, number of the 
official publication of the Indiana State Medical Associa- 
tion was a memorial number to Doctor Bulson, whose 
death occurred just before his completion of a quarter 
century of service as editor of the Journal of the Indiana 
Medical Association. 
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CALIFORNIA STATE DEPART- 
MENT OF PUBLIC HEALTH 





By Gives S. Porter, M.D. 
Director 


California Public Health in 1932.—General health 
conditions in California have been good during the 
year 1932. Outbreaks of communicable diseases which 
require intensive action in their control have occurred, 
however. One of the most important of these is 
an outbreak of psittacosis, or parrot fever. The ap- 
pearance of this disease in the fall of 1931 and its 
continued appearance during the early part of 1932 
caused considerable apprehension among health officers 
throughout the United States and led to the issuance 
of a quarantine order by the Surgeon-General of the 
United States Public Health Service which prohibited 
the interstate shipment of birds of the parrot family 
unless accompanied by a certificate issued by the state 
health officer in which it must be declared that the 
birds under shipment were free from infection. More 
than fifty cases, with ten deaths, have occurred in 
California during the year, and more than fifty cases, 
with at least six deaths, have occurred in different 
states through contact with parrakeets shipped from 
California. The investigation, which was undertaken 
at the beginning of the outbreak, led to the discovery 
that Southern California is the center of the parrakeet 
industry in the United States, and that large numbers 
of birds are bred and shipped from Southern Cali- 
fornia. 

As a measure of control, the inspection and licens- 
ing of aviaries was begun early in 1932, More than a 
thousand licenses have been issued during the year 
and a considerable number of sick birds have been 
destroyed. The California Board of Public Health has 
enjoyed the codperation of Dr. K. F. Meyer and the 
Hooper Foundation for Medical Research in making 
studies of psittacosis in California. Work in the con- 
trol of this disease must be continued during the com- 
ing year if it is to be brought under definite control. 


Influenza.—The year 1932 was an influenza year. As 
early as May, minor outbreaks of influenza in camps 
and institutions were reported. The early report of 
cases of this disease always constitutes the forerunner 
of a widespread epidemic. This was particularly true 
in 1932, for since October thousands of cases of this 
disease have been reported. Fortunately they are mild 
in type and relatively few deaths from influenza or 
pneumonia have occurred. This epidemic is more 
widespread :than any that have occurred since 1918, 
and most cases are reported from rural districts. 

Trichinosis—During the early part of 1932, several 
outbreaks of trichinosis were reported. The most 
important of these occurred in Marin and Del Norte 
counties. In these two outbreaks more than fifty cases 
were recorded. Most cases were in individuals who 
had eaten raw sausage meat from infested pork meat. 
The Marin County outbreak was traced to hogs which 
had been fed garbage from a municipal garbage dump. 
Steps were taken to prevent the infestation of hogs 
from sources of this sort. 


Food Poisoning.—Large numbers of cases of food 
poisoning were reported during the year 1932. Some 
of these were traced to shellfish, and others to the 
use of infected cream custard products. Others were 
traced to the use of meats insufficiently cooked and 
held under improper refrigeration. Too many cases of 
food poisoning occur unnecessarily. The proper cook- 
ing and proper refrigeration of most food products 
that are subjected to such processes would go far 
toward the prevention of outbreaks of this sort. 

Typhoid Fever.—The year 1932 has been an excep- 
tionally good year in the control of typhoid fever. In 
spite of the fact that heavy snows occurred in the 
mountainous regions of this state during the winter of 
1931-1932, relatively few cases of typhoid have oc- 
curred. Ordinarily, the heavy snows cause the streams 
to reach high stages and the watersheds are scoured 
out, causing the contamination of supplies which come 
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from surface streams. Fortunately, however, typhoid 
fever has remained at low level throughout 1932. 


Venereal Diseases—Increased numbers of cases of 
the venereal diseases have been reported during 1932, 
but it would seem that these increases are apparent 
rather than real. They are due unquestionably to the 
fact that attendance at public clinics has increased be- 
cause of financial distress and the statistical increase 
in cases of venereal disease may be traced to the in- 
creased attendance at such clinics. Most cases of 
venereal disease, in normal times, are reports from 
clinics. 

Mussel Poisoning.—Cases of mussel poisoning oc- 
curred at midsummer in 1932, and the shellfish in 
laboratory examinations showed increased toxicity as 
early as May. The confirmation of the discovery that 
cases of mussel poisoning may be prevented through 
the use of bicarbonate of soda in the cooking process 
was announced by the Hooper Foundation for Medical 
Research. This simple procedure is unquestionably of 
tremendous value in the prevention of mussel poison- 
ing, and it is believed that if consumers of these shell- 
fish will consistently follow this procedure the annual 
crop of sickness and death from mussel poisoning may 
be eliminated completely. 


Rabies.—Several outbreaks of rabies have occurred 
in California during the year 1932. Some of these 
have required investigational work upon the part of 
the State Department of Public Health. Fortunately 
it was not necessary to establish a state quarantine 
upon any of the districts wherein the disease occurred. 
The application and enforcement of local control 
measures were effective everywhere. 

Relapsing Fever—A survey of rodents in the high 
Sierra was made during the summer of 1932 in an 
effort to determine the factors which may give rise to 
cases of relapsing fever which occur at high altitudes 
of the state. Thirty-eight cases of this disease have 
been recorded in California. It is highly probable that 
many other cases have occurred but have not been 
reported, and probably many cases have not been 
diagnosed as those of relapsing fever. It is generally 
supposed that ticks transmit the infection and that 
rodents are important agents in perpetuating the in- 
fection in the ticks. The findings and report of the 
survey are not completed as yet. It may be stated, 
however, that the spirachete has been demonstrated 
in chipmunks. 


Conclusion.—It would seem that the year 1932 is 
the last of the cycle in which good public health con- 
ditions are characteristic. The ill effects of the eco- 
nomic depression, which began in 1929, will, without 
doubt, cast their reflection in the public health records 
for 1933. Already, health officers are aware of the 
beginnings of ill health which have come as a result 
of underfeeding, exposure, and mental strain due to 
hard times. At this writing, statistical data relative to 
the prevalence of tuberculosis during 1932 are not 
available. It is safe to assume, however, that this dis- 
ease will show increases during 1933 and that health 
officers will be obliged to extend their efforts in 
the control of this, as well as other communicable 
diseases. 


Safety Lies in Certified Milk—The Medical Milk 
Commissions of Alameda and San Francisco counties 
have issued a circular letter to physicians, dentists, 
dietitians, public health nurses and others who are 
interested in the provision of a safe raw milk. The 
letter is issued under the signatures of Dr. Ina M. 
Richter, secretary of the San Francisco County Medi- 
cal Milk Commission, and Dr, Alvin Powell, secretary 
of the Alameda County Medical Milk Commission. 
Attention is drawn to the reduced prices of this 
product and also to the various safeguards to which 
certified milk is subjected before it reaches the con- 
sumer. The following outline of these safeguards is 
presented: 

1, Certified milk is produced and distributed under 
the personal supervision of a commission of physicians 
appointed by the medical association of each county. 
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2. Medical supervision of employees: 
(a) Each employee is given a complete physical 
examination every six months to insure that he is in 
good health. 

(6) Frequent laboratory examinations are made, to 
detect carriers of milk-borne disease. 

(c) Each employee is immunized against typhoid 
fever once every two years and vaccinated against 
smallpox. 

3. Veterinary and sanitary supervision: 

(a) Each animal is given a physical inspection twice 
each month. 

(b) Each animal must pass frequent tests for tuber- 
culosis and Bangs’ abortion disease. 

(c) The milk is regularly tested to insure a product 
of uniform chemical composition and free from dis- 
ease-producing organisms. 

(d) The dairy is of approved construction and main- 
tained in a sanitary condition. All equipment is steril- 
ized under steam pressure. 

4. Handling of milk until reaching consumer: 

(a) The outside cap is dated and protects the pour- 
ing lip of the bottle. 

(b) The milk is kept on ice until it is delivered to 
the consumer. 


BOARD OF MEDICAL EX AMINERS 
OF THE STATE OF CALIFORNIA* 


By CHAR Es B. PINKHAM, M.D. 
Secretary-Treasurer 


Official Notices 


Meetings of the Board of Medical Examiners 
of California for 1933 


Written examinations, legal hearings and all other 
business. 

February 27 to March 2—Independent Foresters Hall, 
1329 South Hope Street, Los Angeles. 

July 10 to 13—Native Sons’ Hall, 414-430 Mason 
Street, San Francisco. 

October 16 to 19—State Capitol, Sacramento. 

Special meeting for written examination only, Bel- 
mont High School, 1575 West Second Street, Los 
Angeles, July 24 to 27. 


All reciprocity applicants must appear; if recom- 
mended for “direct,” appear before one California 
board member with photograph on which such mem- 
ber will indorse date of appearance and sign his name, 
or appear (with photograph) before the secretary of 
the medical examining board of the state wherein 
applicant resides and said secretary will sign, seal, and 
date applicant’s photograph. 

7 7 v 

Oral examinations for 1933 (required when reci- 
procity application is based on a state certificate or 
license issued ten or more years before filing appli- 
cation in California) will be held January 18, San 
Francisco only; April 19, Los Angeles only; June 14, 
San Francisco only; July 24, Los Angeles only (Bel- 
mont High School, 1575 West Second Street); Octo- 
ber 16, Sacramento only; December 6, Los Angeles 
only. Unless otherwise notified, oral examinations 
will be held in the Board office, California State Build- 
ing, Los Angeles, and at the Board office, 450 Mc- 
Allister Street, San Francisco, on the above dates. 

No examination will be given unless completed 
application and fee has been filed in the Sacramento 
office at least two weeks prior to the date when appli- 
cant expects to appear. 

No examination will be given unless applicant 
notifies the Sacramento office at least two weeks in 
advance, stating when he will appear. 

Oral examination may be required of applicants 
under Section lla (national board credentials) or Sec- 
tion 12 (United States commissioned medical officer). 
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he office addresses of the California State Board of 
Medical Examiners are printed in the roster on advertising 
page 6. 
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Highlights 
1932 Annual Report—Board of Medical Examiners 


Twenty-eight California victims have been buncoed 
out of $29,956 by the eyesight swindlers. “Too long 
has this class of harpies mulcted large sums of money 
from the aged citizens of our state, paid on promises 
by these swindlers that failing eyesight would be re- 
stored by their ‘hocus pocus’ methods. . . . Surprising 
as it may seem in this enlightened age, there appears 
to be no scarcity of gullible individuals who believe 
that cataracts can be removed by means of fake 
radium water dropped into the eye, and that dimness 
of vision will be cured by wearing a sixty-cent alleged 
radium belt (sold them for several hundred dollars).” 





Robert Cavenagh, confessed member of a trio of 
eyesight swindlers that assertedly buncoed Johanna 
Zeh of Antelope, Sacramento County, out of $9,986.50, 
2 er serving a sentence in the Sacramento County 
jail. 





“For their codperation in discouraging the activities 
of the eyesight swindlers, both Superior Judge Martin 
I, Welsh and District Attorney McAllister of Sacra- 
mento County with Superior Judge A. C. Finney and 
District Attorney Elmer W. Held of Imperial County 
have earned a place on the honor roll as deserving 
universal public acclaim for the salutary lesson in the 
form of a jail sentence imposed on this class of heart- 
less racketeers who for so many years have fattened 
on ill-gotten fees mulct from our aged and infirm 
citizens. Pathetic are the letters written by the victims 
of these eyesight swindlers, particularly those who 
having given their life savings to these gross hokum 
frauds are now dependent on charity for the few 
remaining years of life’s span.” 





Elliott Wilkinson, reported as perpetrating eyesight 
swindling hokum operations in California, is now said 
to be incarcerated in the Minnesota state penitentiary 
following his conviction on buncoing Margaret Gross- 
man out of $1,500 for fake radium drops in the eyes 
and an electric belt sold to cure her ailment. 





The escapades of a San Joaquin County General 
Hospital intern using the name of Alfred Hesse and 
the credentials of a bona fide medical practitioner of 
Otisville, New York, are related as evidence that 
superintendents of hospitals are frequently careless in 
their investigations of the credentials of alleged doc- 
tors who they employ to treat the sick and afflicted. 





Comment is made on the public welfare activities 
of the Board of Medical Examiners in its endeavor to 
furnish a high quality of professional service to the 
sick and afflicted of this state. Mention is made of the 
“Persistent warfare against those ‘sharpers’ that seek 
to defraud our health-seeking citizens by inconceiv- 
able schemes and methods.” 





Mention is made of a medical diploma issued in the 
name of a visionary medical college assertedly located 
in San Francisco, of which there has never been found 
any record. 





Three appointments have been made to the Board 
of Medical Examiners. 





A memoriam to Burt S. Stevens, M.D., deceased 
member of the board, expresses our sorrow over his 
loss, 
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Three hundred applicants from various medical col- 
leges throughout the world took the written exami- 
nations during the year. Included in this list were 
applicants from medical colleges in Austria, Canada, 
Germany, Hungary, Ireland, Italy, Portugal, and 
Russia. Ninety-three (plus) per cent of the written 
applicants passed, and six per cent failed. The larger 
number of failures were from foreign medical colleges. 





The 1932 records show less applications filed and 
less certificates issued than during the prior year. 





Three revoked certificates were restored during the 
year. 





The larger number of reciprocity applicants, as in 
the prior year, came from the State of Illinois. One 
hundred and thirty-seven graduates of medical schools 
were licensed to practice in California based on cre- 
dentials issued by other states, whereas only thirty- 
one California licentiates sought registration in other 
states. 


Thirty-seven California licentiates were called be- 
fore the board to answer charges of unprofessional 
conduct, the larger number of complaints being based 
on narcotic derelictions. 





Eleven licenses were revoked and thirteen were 
placed on probation, while seven were dismissed. 
Penalty was deferred in three instances, and four 
hearings were continued to the next year. 





The report of the Legal Department of the North 
commented on the breaking up of the so-called 
“murder farm” near Chowchilla, Madera County, the 
statement being made that enforcement of the Medi- 
cal Practice Act “will discourage and deter the cara- 
van of freaks, frauds, fakers, and faddists who journey 
to California to find victims of their crafts and arti- 
fices, and, finally, it will certainly protect against 
themselves that class which has been designated for 
nineteen centuries as the sick and afflicted, whose 
bodies racked by pain and sickness, whose minds dis- 
traught from suffering, readily yield person and purse, 
life and property, to the allurements of the charlatan 
and quack.” 





The report of the Southern Legal Department 
shows its usual activities, comment being made that 
“The supply of fakers, however, like the supply of 
patients, is endless, New crops appear as fast as the 
old one is harvested, and notwithstanding the con- 
tinual fight to protect the sick and afflicted, hundreds 
are annually bilked out of their last dollar by these 
conscienceless charlatans. Probably the greatest suf- 
ferers from the medical fakers are the unfortunate 
individuals afflicted with cancer.” 


Death laid its heavy hand on licentiates during the 
year 1932, the records showing 270 as having passed 
to the Great Beyond. 


Twenty licentiates changed their names either by 
marriage or court order. 


At the close of 1932 forty-seven applications were 
pending, representing a total of $3,455 in application 
fees. 


The report of receipts and expenditures is self- 
explanatory. 

















































































































































































News Items 


On January 18, Governor Rolph announced the ap- 
pointment of Percy T. Magan, M. D., as a member of 
the Board of Medical Examiners for the term ending 
January 15, 1937 (vice Burt S. Stevens, M.D., de- 
ceased). George H. Kress, M.D., was appointed a 
member of the State Board of Health for the term 
ending January 15, 1937 (vice George Ebright, M. D.). 


“An automobile mechanic who posed as a physician, 
served as an intern in a California hospital and treated 
patients, was held by Los Angeles authorities today 
on a charge of passing worthless checks in Oakland, 
local police were advised. The arrested man is George 
Stanley Paris, alias ‘Dr. Robert B. Wilson.’ .. . ‘Dr. 
Wilson’s’ operations throughout the county became 
so notorious, according to police and Dr. Charles B. 
Pinkham, secretary-treasurer of the Board of Medical 
Examiners, that last September warnings were sent 
to hospitals and physicians. . . . He served as an in- 
tern at the Glendale Hospital. ... He first came to 
the attention of the authorities in 1931, police said, 
when he attempted to secure a position as ship’s sur- 
geon and posed as a graduate of the University of 
Illinois with the class of 1927... . On January 12 of 
this year ... he approached A. Schmalley, an officer 
of the First National Bank here, and asked him to 
forward the $3,000 check to the Guardian Trust Com- 
pany of Detroit to be cashed. The check, signed with 
the name George Paris, was forwarded by air mail, 
Schmalley said, but in the meantime Paris tried to 
secure a ‘loan’ against it. The Detroit bank advised 
the local bank on January 14 that it could not honor 
the check and police were notified in turn. . . . Police 
said he also was wanted in Los Angeles and might not 
be returned here for trial’ (Oakland Tribune, January 
17, 1933). The 1931 annual report of the Board of 
Medical Examiners published a photograph, finger- 
print classification, etc., of “George Stanley Paris,” 
San Diego No. 8794, who in February, 1931, was serv- 
ing as an intern at the Windsor Hospital, Glendale, 
although no record could be found that he had any 
medical credentials. ; 


“Dr. George M. Gardner, San Francisco physician, 
was found guilty by a jury before Federal Judge A. F. 
St. Sure yesterday of making a fraudulent affidavit in 
a veteran’s compensation case. He will be sentenced 
Saturday. Doctor Gardner swore he had _ treated 
Arthur Giffen, a veteran, for tuberculosis in 1923. The 
government claimed the doctor did not meet Giffen 
until 1930” (San Francisco Examiner, January 18, 1933). 


“Mary Balkwell, seventy-one, who many years ago 
served a term in San Quentin for the death of a 
woman resulting from an illegal operation, yesterday 
was placed on ten years’ probation upon the plea of 
the District Attorney’s office. In December, 1931, 
Mrs. Balkwell was acquitted by a jury of the murder 
of Mrs. Mildred Hendry, illegal operation victim. 
Yesterday Mrs. Balkwell entered a plea of guilty of 
manslaughter in connection with the same. . . . While 
declaring that Mrs. Balkwell had been a ‘menace to the 
community,’ Judge Conlan granted the request, but 
told the woman that any complaint against her would 
result in drastic action” (San Francisco Chronicle, 
January 13, 1933). 


“We recommend to the attention of readers who 
believe that this enlightened era has gone past its 
belief in medicinal cure-alls and hocus-pocus panaceas, 
the report of two New York investigators of the 
patent medicine racket, Arthur Kallet and F. J. 
Schlink, who are contributors to the current Nation. 
Their researches have uncovered some startling facts. 
Every year, they find, the American public spends 
$350,000,000 on patent medicines and nostrums in the 
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vain hope of curing illnesses, ranging from slight indi- 
gestion to malignant cancer. . . . The patent medicine 
racket is one of the most insidious infesting American 
society. The law regarding it, especially that phase 
which takes no note of flagrant advertising misrepre- 
sentations, needs a thorough revision . . .” (San Fran- 
cisco Argonaut, January 6, 1933). 


“The conviction of Major Charles A. Shepard, Army 
medical officer, for the poison murder of his second 
wife at Fort Riley, Kansas, in June, 1929, was affirmed 
in a majority decision of the United States Circuit 
Court of Appeals made public here today. Shepard 
is under sentence of life imprisonment. He was con- 
victed by a jury at his trial in Federal Court in 
Kansas City, Kansas, December 22, 1930. He has 
been at liberty on bond pending the appeal...” 
(Associated Press dispatch, dated Topeka, Kansas, 
January 6, 1933, printed in the San Francisco Examiner, 
January 7, 1933). 


“Karl J. Weberg, former Pasadena city fireman, 
was held in jail here today while investigators scanned 
a list of names of more than seven hundred women 
upon whom Weberg was accused of performing illegal 
operations. Weberg was booked on suspicion of 
murder, following the death of Miss Florence Phelan, 
twenty. The Los Angeles County coroner’s office as- 
cribed death as resulting from an illegal operation. 
. .. Investigators said the reputed pseudo-physician 
had a daybook containing the names of more than 
seven hundred women. They said it revealed he had 
treated an average of more than two a day in the last 
year...” (Los Angeles Record, January 5, 1933). 
The records of the Secretary of State show that on 
January 20, 1922, K. J. Weberg incorporated the Pasa- 
dena College of Chiropractic. 


A recent report that a San Diego resident had sent 
a postoffice money order for $30 and his chiropractic 
diploma to a neighboring state, receiving in return a 
naturopathic certificate granting him the degree Doctor 
of Naturopathy and the asserted right to practice in 
said neighboring state is an indication that naturo- 
pathic legislation in California must be watched very 
closely. 


Elmer Young, Imperial County farmer, recently re- 
ported his experience with an eyesight swindler giving 
the name “Dr. J. C. Snyder,” who assertedly swindled 
Young by the old hokum eye-drop bunkum described 
in the article on eyesight swindlers in the 1930 annual 
report of the Board of Medical Examiners published 
in our 1931 directory. Mr. Young identified the photo- 
graph of Matthew O. Wilkinson as that of the indi- 
vidual calling himself “Dr. J. C. Snyder,” who claimed 
to have an office at 407 Russ Building, San Francisco. 


According to reports, Horace Ippelthwaite, also 
known as Daniel Davenport, M. D., referred to in the 
Journal of the American Medical Association of Octo- 
ber 17, 1931, pages 1167 and 1168, is lecturing in the 
Los Angeles high schools. Said article related that 
investigation fails to verify any medical credentials 
claimed by this individual, the article closing with the 
following sentence: “It is to be hoped that the local 
medical profession will expose the pretentions of this 
impostor.” 


Reports relate that Thomas G. Aved, charged with 
violation of Section 15 of the Chiropractic Act, in the 
Los Angeles Municipal Court, on December 20, 1932, 
pleaded guilty and was sentenced to pay a fine of $100 
or serve fifty days in the city jail, sentence suspended 
on condition that he change his signs immediately. 
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